Global Maternal and Child Health 
Medical, Anthropological, and Public Health Perspectives 
Series Editor: David A. Schwartz 


Lauren J. Wallace 


Margaret E. MacDonald 
Katerini T. Storeng Editors 


Anthropologies of 
Global Maternal 
and Reproductive 
Health 


From Policy Spaces to Sites of Practice 


A Springer 


Global Maternal and Child Health 


Medical, Anthropological, and Public Health 
Perspectives 


Series Editor 


David A. Schwartz 
Medical College of Georgia 
Augusta University 
Atlanta, GA, USA 


Global Maternal and Child Health: Medical, Anthropological, and Public Health 
Perspectives is a series of books that will provide the most comprehensive and 
current sources of information on a wide range of topics related to global maternal 
and child health, written by a collection of international experts. 

The health of pregnant women and their children are among the most significant 
public health, medical, and humanitarian problems in the world today. Because in 
developing countries many people are poor, and young women are the poorest of the 
poor, persistent poverty exacerbates maternal and child morbidity and mortality and 
gender-based challenges to such basic human rights as education and access to 
health care and reproductive choices. Women and their children remain the most 
vulnerable members of our society and, as a result, are the most impacted individu- 
als by many of the threats that are prevalent, and, in some cases, increasing through- 
out the world. These include emerging and re-emerging infectious diseases, natural 
and man-made disasters, armed conflict, religious and political turmoil, relocation 
as refugees, malnutrition, and, in some cases, starvation. The status of indigenous 
women and children is especially precarious in many regions because of ethnic, 
cultural, and language differences, resulting in stigmatization, poor obstetrical and 
neonatal outcomes, limitations of women’s reproductive rights, and lack of access 
to family planning and education that restrict choices regarding their own futures. 
Because of the inaccessibility of women to contraception and elective pregnancy 
termination, unsafe abortion continues to result in maternal deaths, morbidity, and 
reproductive complications. Unfortunately, maternal deaths remain at unacceptably 
high levels in the majority of developing countries, as well as in some developed 
ones. Stillbirths and premature deliveries result in millions of deaths annually. 
Gender inequality persists globally as evidenced by the occurrence of female geni- 
tal mutilation, obstetrical violence, human trafficking, and other forms of sexual 
discrimination directed at women. Many children are routinely exposed to physical, 
sexual, and psychological violence. Childhood and teen marriages remain at unde- 
sirably high levels in many developing countries. 

Global Maternal and Child Health: Medical, Anthropological, and Public 
Health Perspectives is unique in combining the opinions and expertise of public 
health specialists, physicians, anthropologists and social scientists, epidemiologists, 
nurses, midwives, and representatives of governmental and non governmental 
agencies to comprehensively explore the increasing challenges and potential 
solutions to global maternal and child health issues. 


More information about this series at http://www.springer.com/series/15852 


Series Editorial Advisory Board 


e Severine Caluwaerts, M.D., Médecins Sans Frontiéres/Doctors Without 
Borders, Operational Centre, Brussels; and Obstetrician-Gynecologist, Institute 
for Tropical Medicine, Antwerp, Belgium 

e Sheila Cosminsky, Ph.D., Associate Professor of Anthropology (retired), 
Rutgers University, Camden, NJ, USA 

e Kim Gutschow, Ph.D., Lecturer, Departments of Anthropology and Religion, 
Williams College, Williamstown, MA, USA 

e Morgan Hoke, Ph.D., Assistant Professor of Anthropology, University of 
Pennsylvania, Philadelphia, PA, USA 

e Regan Marsh, M.D., M.P.H., Attending Physician, Brigham and Women’s 
Hospital; Instructor, Department of Emergency Medicine, Harvard Medical 
School; Affiliate Faculty, Division of Global Health Equity, Department of 
Medicine, Harvard Medical School; and Partners in Health, Boston, MA, USA 

e Joia Stapleton Mukherjee, M.D., Associate Professor of Medicine; Associate 
Professor of Global Health and Social Medicine, Department of Global Health & 
Social Medicine, Harvard University School of Medicine; and Partners in Health, 
Boston, MA, USA 

e Adrienne E. Strong, Ph.D., Assistant Professor of Anthropology, Department 
of Anthropology, University of Florida, Gainesville, FL, USA 

¢ Deborah A. Thomas, Ph.D., R. Jean Brownlee Term Professor of Anthropology, 
Interim Director, Gender, Sexuality and Women’s Studies, University of 
Pennsylvania, Philadelphia, PA, USA; and Editor-in-Chief, American 
Anthropologist 

e Claudia Valeggia, Ph.D., Professor of Anthropology (Biological Anthropology), 
Department of Anthropology, Yale University, New Haven, CT, USA 

e Nynke van der Broek, Ph.D., F.R.C.O.G., D.T.M. & H., Head of the Centre for 
Maternal and Newborn Health, Professor of Maternal and Newborn Health, 
Honorary Consultant Obstetrician and Gynaecologist, Liverpool School of 
Tropical Medicine, Liverpool, UK 


The maternity ward of a Health Post (Poste de Santé) in rural Senegal. (Photo: M. MacDonald) 


Lauren J. Wallace 
Margaret E. MacDonald ° Katerini T. Storeng 
Editors 


Anthropologies of Global 
Maternal and Reproductive 
Health 


From Policy Spaces to Sites of Practice 


A Springer 


Editors 


Lauren J. Wallace Margaret E. MacDonald 
Department of Anthropology Department of Anthropology 
McMaster University York University 

Hamilton, ON, Canada Toronto, ON, Canada 


Katerini T. Storeng 

Centre for Development & the 
Environment 

University of Oslo 

Oslo, Norway 


ISSN 2522-8382 ISSN 2522-8390 (electronic) 
Global Maternal and Child Health 
ISBN 978-3-030-845 13-1 ISBN 978-3-030-84514-8 (eBook) 


https://doi.org/10.1007/978-3-030-845 14-8 


© The Editor(s) (if applicable) and The Author(s) 2022. This book is an open access publication. 
Open Access This book is licensed under the terms of the Creative Commons Attribution 4.0 
International License (http://creativecommons.org/licenses/by/4.0/), which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit 
to the original author(s) and the source, provide a link to the Creative Commons license and indicate if 
changes were made. 

The images or other third party material in this book are included in the book's Creative Commons 
license, unless indicated otherwise in a credit line to the material. If material is not included in the book's 
Creative Commons license and your intended use is not permitted by statutory regulation or exceeds the 
permitted use, you will need to obtain permission directly from the copyright holder. 

The use of general descriptive names, registered names, trademarks, service marks, etc. in this publication 
does not imply, even in the absence of a specific statement, that such names are exempt from the relevant 
protective laws and regulations and therefore free for general use. 

The publisher, the authors, and the editors are safe to assume that the advice and information in this book 
are believed to be true and accurate at the date of publication. Neither the publisher nor the authors or the 
editors give a warranty, expressed or implied, with respect to the material contained herein or for any 
errors or omissions that may have been made. The publisher remains neutral with regard to jurisdictional 
claims in published maps and institutional affiliations. 


This Springer imprint is published by the registered company Springer Nature Switzerland AG 
The registered company address is: Gewerbestrasse 11, 6330 Cham, Switzerland 


Foreword 


One of the more important lessons I learned as a medical anthropologist came from 
work on maternal mortality that Oyuna Chuluundorj and I did in Mongolia. Oyuna, 
who had left her position as an Obstetrician Gynecologist in the Mongolian health 
system to study medical anthropology, was troubled by increases in maternal morbid- 
ity and mortality after Mongolia transitioned from Soviet-style socialism to neoliberal 
capitalism. As we began to investigate this problem it became increasingly clear that 
we were not simply dealing with a public health or health system problem, but with a 
complex set of linked social, economic, and political processes that were increasing 
the vulnerability of women, particularly those living in rural areas. We learned how 
fraught the policy-making process is in the domain of maternal and reproductive 
health given its entanglements with local social norms as well as global ideologies. In 
short, we learned, as the authors of this volume show clearly across multiple contexts, 
that a focus on maternal and reproductive health is a powerful and revealing lens 
through which one can investigate social changes, power, gender relations, political 
economy, and institutional dynamics within particular contexts. It throws into sharp 
relief the contested and error-prone terrain of global health policy as it is implemented 
in different places, and questions the conventional wisdom that maternal and repro- 
ductive health are simply the province of health (medical) care systems. 

The contributors to this volume underscore the need to engage with “sites of 
practice,” local contexts, and lived experiences. They show how policies are created 
and implemented, questioning both the evidence base drawn upon in crafting policy 
and the problems that occur when policies travel globally without critical appraisal 
of variable relevance or implementation processes. Importantly, this volume moves 
medical anthropology in a useful new direction, showing how bridging and blend- 
ing health policy and systems research with ethnography can yield useful insights 
about what works — or does not — to improve maternal and reproductive health, and 
why. It adds additional voices and perspectives on the policy process as it looks 
from “below.” Yet while we might hope for a world where local voices and lived 
experience comprise the primary evidence base for developing policy, in fact policy- 
making is far more complicated than this and requires both careful analysis and 
advocacy. This volume offers steps forward for doing this. 

Precisely because ethnography has proven to be such a useful approach to under- 
standing the “local” manifestations of health policy, medical anthropology has 
emerged as what I believe is the leading social science of global health. This volume 

vu 


viii Foreword 


clearly advances this contribution. In order to understand the impact of health poli- 
cies on maternal and reproductive health, the key features of a critical global health 
are identified and examined. These include careful considerations of the social pat- 
terning of risk and response; the global circulation of technologies, including phar- 
maceuticals; the politics of evidentiary processes — what evidence counts, why, and 
to what effects; exposure of how universal, global policies have uneven, unantici- 
pated, and potentially harmful effects; and the many ethical concerns that emerge 
with any indiscriminate implementation of policy created in the absence of contex- 
tual grounding. The problems of rights, of fairness, and of socially and economi- 
cally structured inequalities emerge again and again as obstacles to the development 
of accessible, effective, responsive, and salutogenic health systems. 

Of concern, and despite decades of work exhibiting the importance of a biosocial 
approach, the authors demonstrate that the field of maternal and reproductive health 
remains prone to the continual and contested pull of technocratic, biomedical solu- 
tions. Although there is clear evidence that non-biomedical approaches to birth — for 
example, midwifery, “humanized” birth, baby-friendly hospitals, doula programs — 
contribute to better outcomes in terms of maternal and neonatal health, the biomedi- 
cal imperative of many health systems persists in capturing and regulating 
reproductive processes. We continue to grapple with global health policies that 
mandate single-mindedly and uncritically skilled attendance at birth, even though 
this is only one means for safe and humane delivery, not to mention that what counts 
as “skill” can be questioned, particularly if there is little attention to other needs — 
safe, clean, and properly equipped facilities, for example. 

Given the subject of inquiry and its centrality to health and, more broadly, the 
human condition, a focus on maternal and reproductive health is shot through with 
politics, ideologies, and moral judgments. Controversy emerges here and there: 
misoprostol, a life-saving drug when used to control postpartum bleeding, for exam- 
ple, may also be deployed as an abortifacient and subject to legal proscriptions; 
instances of maternal mortality may be used as instruments to discipline providers 
and government officials, as Oyuna and I found in Mongolia, leading to blame-shift- 
ing and underreporting rather than efforts to address causes and identify solutions. 

Maternal and reproductive health policy contends with a domain where health 
outcomes in terms of death and disability reveal astonishing and deeply troubling 
levels of inequity. It is well known that the risk to a woman in the global “south” of 
dying in childbirth or suffering a life-changing and stigmatizing disability such as 
obstetric fistula is many hundreds of times greater than the risk faced by a woman 
in Europe or North America. These epidemiologic facts reveal a level of social suf- 
fering that has no parallel in global health. While there has been some improvement 
over the past few decades, much more needs to be done. Questioning maternal and 
reproductive health policy is a critically important area of work. The contributions 
to this book reveal some of the paths we may take to move toward a healthier world. 


Professor and Director Craig R. Janes 
School of Public Health Sciences 

University of Waterloo 

Waterloo, ON, Canada 
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Chapter 1 A 
Introduction Geek for 


Lauren J. Wallace, Margaret E. MacDonald, and Katerini T. Storeng 


Introduction 


This book treats policy as an ethnographic object. Its ten chapters examine global 
policies for improving maternal and reproductive health, tracking the processes and 
politics of their making, the mechanisms of their implementation in diverse contexts, 
and people’s intimate encounters with their consequences and effects. Doing so is 
timely since there is a growing appreciation that the success of health policies and 
interventions hinges on issues that are at the core of medical anthropological inquiry: 
the complexities of program implementation, the impact of socio-political contexts, 
and issues of local agency, equity and accessibility. Indeed, the burgeoning subfield 
of health policy and systems research views an interpretive and critical inquiry that 
draws on multiple disciplines, not least anthropology, as essential to understanding 
and informing effective policy (Gilson et al., 2011; Ghaffar et al., 2016). 

The inspiration for this book was a double panel at the American Anthropological 
Association annual meeting in Washington, DC, in 2017 convened by Lauren 
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Wallace, entitled “Ethnographic Examinations of Global Maternal and Child Health 
Policy and Practice’, for which Maggie MacDonald and Katerini Storeng served as 
discussants. The panel sought to honour recent ground-breaking studies in which 
anthropologists had exposed the logic, values and practices of global health. As the 
book took shape, we sought to bring current medical anthropological research on 
global maternal and reproductive health into more direct conversation with anthro- 
pological studies of policy and with health policy and systems research. Our goal 
was for these conversations to produce more nuanced, more useful accounts of the 
making and implementation of global health policy than one field alone. 

Reproduction is a unique entry point for anthropological analysis and critique of 
global health policy because it is a key site of social reproduction in every society. 
By focusing on reproduction, this book raises vital social and cultural concerns 
relevant to individuals, families, communities and nations: the meaning of life, per- 
sonhood and death; moral regimes of gender and sexuality; the complexity of kin- 
ship and familial relations; and the intersectionality of gender, class and race. 
Reproduction is also a site of governance of women’s bodies and lives (Jordan, 
1978; Ginsburg & Rapp, 1995; Locke & Schepher-Hughes, 1987; Morgan & 
Roberts, 2012). Policies and interventions designed to improve maternal and repro- 
ductive health connect intimately with all levels of health system functioning 
(Storeng & Béhague, 2017) and are entangled with some of the most fundamental 
and long-standing tensions in global health including how to balance community 
versus facility-based health services; targeted interventions versus health systems 
strengthening; selective versus comprehensive primary care; the distribution of 
scarce resources across competing actors and needs; and contestation over what 
constitutes evidence (McCoy et al., 2010). Not unlike other global health interven- 
tions, maternal and reproductive health policies are also often framed by perceived 
wisdom and evidence that has been generated by a narrow set of research methods, 
often making it difficult to derive solutions relevant to the local context (Béhague & 
Storeng, 2008; Olivier de Sardan, Diarra & Moha, 2017). 

As this book goes to press, the global COVID-19 pandemic is in its second year. 
The pandemic has disrupted routine reproductive, maternal, newborn, and child 
health (RMNCH) services, especially in low resource settings, threatening hard- 
won gains in maternal mortality reduction (Robertson et al., 2020). The pandemic 
has also exacerbated larger social and economic challenges that underlie weak 
health systems and poor access to quality of care, laying bare the structural violence 
that creates vast inequities between nations and within nations along intersectional 
lines of race, class and gender. At the same time, the pandemic has reinforced the 
need for critical social science research on the workings of health policy and health 
systems to be part of the evidentiary mix upon which people-centred and equitable 
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health policy and systems everywhere are built. It is a key moment of reckoning for 
maternal and reproductive health policy, and for global health more broadly. 


The Anthropology of Global Maternal and Reproductive 
Health Policy 


Policy is a social and political construct. It is a window into larger processes of 
governance — the mechanisms of power, knowledge, values and vested interests that 
are used by social actors, including governments, and corporations, to conceptual- 
ise, organise and regulate human life and relationships. An anthropological approach 
to policy contrasts with the instrumental, linear-rational model of the policy process 
that is often seen in policy analyses rooted in political science. It entails taking on 
the often complex, ambiguous and messy nature of policy by studying through and 
across the multiplicity of actors and interests, locales of power and influence and 
cycles of policy proposal and revision. The anthropology of policy takes a capacious 
approach to what counts as policy, including documents and clinical guidelines, 
laws, position statements, political speeches and declarations. Ethnographic field- 
work is particularly well suited to following policies into their ‘implementation 
contexts’ where they are interpreted, adapted, worked around or ignored in the con- 
text of practical norms and professional cultures (Shore & Wright, 1997; Wedel & 
Feldman, 2005, p. 2; Olivier de Sardan, Diarra & Moha, 2017; Fassin, 2013). 

Anthropological critique often reveals the local consequences of global health, 
countering the ‘master narratives’ and working assumptions of the global health 
enterprise including the dominance of biomedical approaches to understanding 
health and illness and technocratic approaches to organising care (Nichter, 2008; 
Whiteford & Manderson, 2000; Castro, 2004). Working in the political economy of 
health tradition, critical medical anthropologists have also sought to connect the 
macro-level politics of structural violence and inequality to the micro-level of 
embodied experience (Singer & Baer, 1995; Farmer, 2004). Such efforts have 
shifted anthropologists’ gaze beyond the local setting and its immediate context, 
towards an appreciation and analysis of the deeper economic, political and histori- 
cal underpinnings of health and illness. This shift has involved looking directly at 
the ‘global health enterprise’ itself to unpack the complex assemblages of social 
networks, power relations, ideologies, funding flows, documents, things, knowl- 
edge claims and epistemic discourses that constitute it (Pfeiffer & Nichter, 2008, 
p. 413; Ong & Collier, 2005; Janes & Corbett, 2009). Most recently, the term ‘criti- 
cal global health’ has emerged to capture the expansive approach taken by many 
anthropologists to understanding the ‘policy space’ of global health (Biehl & 
Petryna, 2013). 

Some of the earliest work in the field of critical global health focused squarely 
on maternal health. Judith Justice’s detailed examination of the planning and imple- 
mentation of a program to train and disperse Assistant Nurses Midwives throughout 
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the Nepalese countryside (1989) and Brigitte Jordan’s classic critique of training 
courses for traditional birth attendants in Mexico (1978) both clearly illustrate the 
lack of consideration of local context in national-level policies meant to improve 
maternal health care. These studies and a small body of ethnographic work that fol- 
lowed explored the interface between the technical logics of global health policy 
and programs and the material and sociocultural realities that produce poor mater- 
nal health. In so doing, they pointed to stark disjunctures between global ‘safe 
motherhood’ policy and the lived experiences of women, health workers and their 
communities (Pigg, 1997; Allen, 2002; Foley, 2007; Berry, 2010; MacDonald, 
2017; Olivier de Sardan, Diarra & Moha, 2017). The interest in policy as a site of 
ethnographic inquiry within medical anthropology and critical global health studies 
has expanded greatly over the past decade; attention to metrics and the datafication 
of global health playing no small part (Storeng & Béhague, 2014; Adams, 2016). 

The chapters in this edited book contribute to a growing body of knowledge 
illuminating global maternal and reproductive health policies through close atten- 
tion to their formation and implementation in particular contexts. This volume 
offers ethnographic insights into the mechanisms by which global maternal and 
reproductive health policies are formed and implemented in diverse locales around 
the world, from India to Burkina Faso, Tanzania and Uganda, Switzerland and 
Serbia, the United States and Brazil. They will be of interest to scholars working in 
the overlapping subject areas of critical global health, medical anthropology, and 
the anthropology of reproduction and health policy and systems research. It is our 
intention that these chapters also speak to and inform the work of global public 
health experts and the development of guidelines and interventions. In short, we 
hope that these chapters can contribute to improved knowledge as well as actual 
practice. 


Implementation Disconnects and Policy Rhetoric 


The disjuncture between policy ideals and their implementation in practice — a long- 
standing concern of anthropological critiques of global health — is taken up by sev- 
eral authors in this volume. The notion of a ‘travelling model’ whereby an 
intervention developed by international experts is introduced in a standardised for- 
mat in many settings, without consideration for specific, local, implementation con- 
texts, analytically captures this situation. Travelling models have long been taken to 
be intrinsically effective, and therefore universally applicable; yet in reality, they 
ignore or underestimate the particularities of social and cultural context, resulting in 
disconnect on the ground (Olivier de Sardan, Diarra & Moha, 2017; see also 
MacDonald, 2017). 

The trouble with travelling models is illustrated in Ljiljana Pantovié’s chapter 
on the implementation of the international Baby Friendly Hospital Initiative (BFHD 
in a Serbian hospital. Pantovic shows how the social, political and economic condi- 
tions in Serbia — namely the devastating effects of the civil war, international 
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sanctions in the 1990s and the deleterious effects of IMF policies on the Serbian 
healthcare system since the 2000s — have severely hindered the uptake of the BFHI 
by frontline health workers. The ten steps meant to foster the uptake of breastfeed- 
ing by new mothers, she observes, are both thinly learned and thinly applied by 
healthcare workers struggling to manage high workloads in understaffed hospitals, 
in combination with unsustainable national funds for implementation. 

Bonnie Ruder and Alice Emasu’s chapter on the global push to bring surgical 
repair to obstetric fistula similarly reveals the failure of a travelling model to solve 
a complex problem. Their ethnography examines a donor-funded treatment model 
in Uganda that focusses on surgical camps but without follow-up or patient track- 
ing. While the majority of women who receive the surgery experience its life- 
changing benefits, a sizeable minority experience residual incontinence and 
complications — something that the surgical camp model does not fund or even 
measure. Poor outcomes are underreported and thus women suffering from residual 
incontinence fade from view in the story of a global health intervention defined by 
its success. Consequently, limited attention and resources are dedicated to residual 
incontinence, leaving many women without alternative treatment options. 

New drugs and devices are key features of health policies and projects as they 
circulate around the world. Getting them to have the effect that policymakers 
intended, however, is a process often met with roadblocks, gaps and diversions 
(Russel, Sobo & Thompson, 2000; Suh, 2015). This is starkly relayed in Seydou 
Drabo’s ethnographic fieldwork on access to a drug, misoprostol, for medical abor- 
tion in Ouagadougou, Burkina Faso, where abortion is illegal in most circumstances. 
Growing evidence for the safety and effectiveness of misoprostol for use in the 
prevention and treatment of postpartum haemorrhage and unsafe abortion — two 
major causes of maternal death worldwide — have persuaded global and national 
level institutions to recommend its use. As Drabo explains, women seeking abor- 
tions in Ouagadougou are able to access misoprostol through unofficial channels, 
including intermediaries such as health workers and drug sellers, sex workers and 
friends. However, he describes a landscape of deeply unequal and frequently unsafe 
access to the drug depending on one’s social position. Drabo concludes that even as 
global policy hails misoprostol as a revolution in terms of its safe and effective bio- 
chemical effects on the body and simple and low cost features, the matter of safe 
access to safe abortion for all women in settings like Burkina Faso has not been 
addressed. 

Like travelling models, the ‘key social representations’ and ‘master narratives’ in 
global health that surround them often frame problems in ways that limit thinking 
about potential solutions, leading to implementation gaps and distortions, unin- 
tended consequences and failed projects (Nichter, 2008; Inhorn, 2006). Meredith 
Marten’s chapter examines the impact of the circulation of buzzwords, master nar- 
ratives and policy rhetoric — in her case the push amongst global donors to imple- 
ment ‘sustainable’ maternal health programs and projects in Tanzania. By describing 
programmes focused on prevention of mother-to-child transmission of HIV, 
(PMTCT), Basic Emergency Obstetric and Newborn Care (BEmONC) and 
Respectful Maternity Care (RMC), she reveals how donors’ unrealistic yet 
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frequently replicated ‘doctrine of sustainability’ paradoxically seems to undermine 
the strength of the health systems that donors claim to support. Marten argues that 
the sustainability doctrine fails to challenge neoliberal and philanthrocapitalist 
models of health care, advancing funding and implementation models more account- 
able to donors than to the public health systems providing care. 


Policy Ambivalence 


Global health has been characterised by several enduring debates about how best to 
deliver health care and improve health outcomes in low resource settings — compre- 
hensive versus selective primary health care, community versus facility-based 
health, targeted interventions versus health systems strengthening (McCoy et al., 
2010). Several authors in this book trace the arc of interventions intended to address 
major maternal and reproductive health challenges back to the 1970s, showing how 
they have played out against this backdrop over time. These authors reflect upon and 
illuminate the retreat, ambivalence, and in some cases, return, of previously con- 
tested policy approaches. 

The theme of policy ambivalence surrounding community and facility-based 
approaches to care is taken up in Maggie MacDonald’s chapter, which follows the 
story of the traditional birth attendant (TBA) in global maternal health from the 
launch of the Safe Motherhood Initiative (SMI) in 1987 to the present. MacDonald 
argues that the original shift away from training TBAs within safe motherhood pro- 
grams and their subsequent loss of legitimacy in global health was influenced by 
weak and inconclusive evidence, flawed conceptualizations of TBAs and the lack of 
consideration for the role of the larger political and economic context in which they 
worked — all of which was shaped by the re-organisation of the safe motherhood 
movement at the global level. MacDonald discusses how the recent repositioning of 
TBAs in maternal health policies and guidelines as potentially useful providers has 
been informed by a growing evidence base pointing to the effectiveness of TBAs, as 
well as the advent of high tech, cost effective, point of use technologies, which have 
led to the decentring of health facilities and professional health providers as the sole 
locus of clinical care. 

Policy ambivalence is also illustrated in Maya Unnithan’s account of the con- 
flicting approaches to reproductive health that have played out in India since the 
1990s. On the surface, India’s family planning program seems to have undergone 
radical shifts from a population control model implemented through ‘targets’, to the 
abolition of targets and an integrated reproductive and child health model that 
upholds the rights of women to contraceptive choice. Yet, looking deeper, policy 
documents themselves offer clear indications of a return to state-promoted sterilisa- 
tion, including cash incentives to clients to enhance contraceptive uptake and the 
introduction of new metrics to evaluate health worker performance. Unnithan shows 
how on the ground, these metrics are still perceived by Auxiliary Nurse Midwives 
as ‘targets’. Pressure on these community-level health workers from state directives 
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to fulfil targets, and their experiences and perceptions of the lack of safety of revers- 
ible forms of contraception, combine to create a contraceptive bias towards sterilisa- 
tion, even as Indian family planning takes on a new rights-based discourse. 


Contesting Authoritative Knowledge and Practice 


An enduring theme in critical anthropological studies of global health policy and 
implementation has been how the dominance of biomedicine tends to discredit local 
health knowledge and practitioners (Davis-Floyd & Sargent, 1997). In maternal and 
reproductive healthcare, this trend has been characterised by the consolidation of 
power away from traditional birth attendants and other lay healers and towards bio- 
medical health facilities as the only safe place to give birth. Contestations around 
the professionalisation of maternity care are contests about authoritative knowledge 
and practice; that is, whose knowledge and authority counts and what counts as 
care. Global health interventions into maternal and reproductive health care are 
typically accompanied by the medicalisation and technocratic management of birth, 
with myriad and complex consequences for quality of care in underfunded, under- 
resourced healthcare systems. 

Extending the discussion of the role of community-level birth attendants, 
Priscilla Magrath analyses Indonesia’s national policy to improve maternal health 
by promoting an official partnership between ‘skilled birth attendants’ (SBAs) and 
‘traditional birth attendants’. In West Java, where she conducted ethnographic field- 
work, the local district health office engaged in ‘policy entrepreneurship’ to resolve 
enduring contests over the professionalisation of maternity care and promoted the 
partnership regulation throughout the region. Taking the local district as her starting 
point, Magrath maps the dense networks of national and global policies and pres- 
sures that exert themselves in local health governance and clinical practice: global 
policies promoting SBAs and sidelining TBAs; pressure on individual nations to 
reach the Millennium Development Goal on reducing maternal mortality; and the 
limited financial power and decision space afforded to districts under decentralisa- 
tion in Indonesia. She concludes that by spotlighting the relationship between SBAs 
and TBAs as a key strategy to improve maternal health, attention was diverted from 
other health system challenges including under-resourced medical facilities and a 
weak referral system. 


The Rise of Evidence and Its Uses 


An empirical focus on reproductive and maternal health also provides a lens through 
which to see transformations in the global governance of health through the rise of 
metrics and the epistemic communities who uphold evidence-based policymaking 
as evidence of success and impact. Anthropologists have highlighted how the 
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‘fetishization’ of indicators such as the maternal mortality ratio (MMR) within 
global efforts to improve maternal health, while conveying accountability, may 
actually serve to regulate reproductive health behaviour in limiting ways, casting 
aside certain types of reproductive bodies as unworthy of protection, damaging 
health systems and deflecting attention away from the realities of mothers and 
health workers (Storeng & Béhague, 2017; Adams, 2016; Brunson & Suh, 2020; de 
Kok, 2019). 

Christopher Colvin’s chapter provides insights into why it is important to chal- 
lenge narrowly defined standards of what constitutes evidence and describes the 
partial moves underway to incorporate social scientific evidence in a research tradi- 
tion traditionally dominated by positivist methodologies. He provides an auto- 
ethnographic account of an effort to integrate qualitative evidence synthesis (QES) 
into the World Health Organization’s global OptimizeMNH guidelines for task 
shifting in maternal and newborn health (MNH). Colvin describes the delicate bal- 
ance between adopting quantitatively inspired methods for evidence synthesis and 
innovating new methods that would both suit the project needs and be seen as legiti- 
mate by qualitative researchers, such as recognition of the critical role of local con- 
text in explaining the findings from individual studies. Colvin concludes that the 
rise of QES indicates growing room for the inclusion of potentially transgressive 
forms of knowledge within the often conservative world of health policy. 

Robbie Davis Floyd’s chapter offers another insider perspective on the uses of 
evidence in advocacy coalitions in global health. An applied anthropologist, Davis- 
Floyd recounts how, as a member of an activist organisation with a critical stance 
towards the mainstream biomedicalisation of pregnancy and birth, she came together 
with the International Federation of Gynecology and Obstetrics (FIGO) to develop 
a set of global guidelines for improving the quality of maternity care. This process 
brought to the fore many of the core debates in the history of global maternal health, 
notably what to do about traditional birth attendants and what counts as quality of 
care. She argues that the coalition found agreement on these issues through a com- 
mitment to the key values of the women’s health and midwifery movements: a pro- 
cess which seems to have brought ethnographic knowledge, activist commitments 
and mainstream biomedical authority into productive conversation with each other. 

Finally, Lucy Irvine’s research from Brazil explores how natural birth activists 
are trying to get women-centred evidence to successfully inform policies at the 
national level. She provides a local-level analysis of ‘evidence-based advocacy’ by 
the movement for humanised care in childbirth in Sao Paulo. Scientific evidence is 
used strategically in developing specific policy programmes to optimise the use of 
medical interventions in childbirth and to lend authority in clinical encounters 
alongside rights-based language such as ‘obstetric violence’. However, when faced 
with resistance from pro-C-section doctors, movement members make use of other 
strategies to improve access to quality care, such as stimulating demand for human- 
ised birth in the private health sector, which can serve to reinforce existing inequali- 
ties in access to high-quality maternity care. 
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Conclusion 


The ten chapters in this book explore the making and doing of global health policy 
in a range of geographical settings, cutting across global, national and local levels, 
and in doing so, they make evident four key ways in which anthropological knowl- 
edge contributes meaningfully to the analysis of global health policy. First, ethnog- 
raphy is unique amongst qualitative methods in terms of its long duration and depth 
of engagement; triangulation and data saturation are inherent features of the method 
and are highly effective at yielding detailed insights into people’s actions, interac- 
tions, moral dilemmas, and beliefs, as well as the sights and sounds of the locations 
they inhabit. Second, these authors show that knowledge generated at the level of 
the particular — while not necessarily replicable — can nonetheless provide insights 
that can contribute to national and global level health policy and practice beyond a 
given location. 

Third, the authors tend to analyse policy development and its unfolding within a 
holistic “health systems’ framework that considers health policies in terms of their 
impacts on the entire health system. This involves the capture and critical interroga- 
tion of multiple scales and their interconnections at once (Feierman et al., 2010; see 
also Lee, Buse & Fustukian, 2002). Such an approach endeavours to include the 
global flows of financial and political arrangements, rationalities, technologies and 
regimes of actors and agendas that configure health practices and inequalities rather 
than imagine phenomena as confined by spatial and geographic boundaries. 

Fourth, the authors advance a much-needed critical perspective to the study of 
global health policy. They turn their gaze beyond the cultural beliefs of lay com- 
munities to examine how health, illness and healing systems are socially, culturally, 
historically and politically situated. In unpacking the complex ‘how’ of policy, 
including the workings of policy communities, governance processes and the social 
lives of policies, authors in this volume take note of both the weaknesses of policy 
processes and their accomplishments. A critical approach is also about the kinds of 
questions that are posed and the analytical work undertaken to make sense of the 
data. Critical investigations of global health policy are carried out from the premise 
that there are important things happening in the spaces rendered invisible by medi- 
cal and public health frameworks or off to the side of the main social arenas created 
by global health activities (Pigg, 2013, p. 128, 133). Ultimately, a critical perspec- 
tive can serve as a powerful corrective to the tendency within global health scholar- 
ship to displace policy debates from the political realm and recast them as technical 
debates about healthcare delivery (Mishra & Storeng, 2014; see also Li, 2007). 
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An Agenda for Future Research on Global Maternal 
and Reproductive Health Policy 


Medical anthropologists’ research on global health has much to contribute to the 
emerging interdisciplinary field of health policy and systems research (HPSR), 
defined by Sheikh and colleagues (201 1) in terms of its attention to wider influences 
and micro-processes that shape the multiple levels of policy decisions and practices 
(see also Gilson et al., 2011). A key insight that anthropological research brings to 
this field is that techno-scientific solutions alone will not improve health and health 
care and that critical attention to the making and practice of policy should inform 
the policymaking process itself. Indeed, HPSR views an interpretive and critical 
inquiry that draws on multiple disciplines, not least anthropology, as essential to 
understanding and informing effective policy. 

In order to refine useful conceptual and empirical insights about policymaking in 
global health, anthropologists must be prepared to work more judiciously at the 
juncture between medical anthropology and anthropology of policy, and in closer 
partnership with local policymakers and experts. Even as anthropologists tend to 
see themselves as already allied with local players and therefore critical of the 
global health enterprise writ large, entrenched power asymmetries in global health 
whereby funded researchers in higher resource settings partner with those in lower 
resource settings, often set the research agenda. As Jean-Pierre Olivier de Sardan 
has observed (2021), weak understandings of specific and varied implementation 
settings lead to the ‘revenges of the context’, an idea not confined to local sociocul- 
tural context but to the politics of knowledge production in global health more seri- 
ously. Relative to anthropology, more has been done within the field of HPSR to go 
beyond critique and imagine how to build the capacities and collaborative possibili- 
ties of researchers and policymakers in lower resource contexts for generating, and 
using, relevant evidence (Bennett, Frenk & Mills, 2018; Agyepong et al., 2021). 

We hope that this book sheds new light on old problems in global health policy 
through ethnographic attention to both policy spaces and sites of practice. The suc- 
cess of health policies and interventions meant to improve reproductive health and 
reduce maternal suffering and death, we believe, will be aided by greater and more 
direct engagement between the often separate worlds of policymaking and the prac- 
tices of interpretive and critical inquiry. Critical, collaborative, multi-disciplinary 
engagement is the future of global health policy. 
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Part I 
Implementation Disconnects and Policy 
Rhetoric 


Chapter 2 A 
Baby (Not So) Friendly: Implementation — giv 
of the Baby-Friendly Hospital Initiative 

in Serbia 


Ljiljana Pantović 


Introduction 


Disi! Disi!Ajmo sad, gurajte glavica samo Sto nije! 
Breath! Breath! Let’s push now the head is almost here! 


During my fieldwork in one of the largest maternity hospitals in the Balkans, 
with over 6000 births per year and 20-25 births per day, these were the most fre- 
quently uttered sentences in the delivery ward. When the baby is born, it is ‘not like 
in Hollywood movies, where you hear crying instantly’, said Sandra, a new mother 
describing her birthing experience. She went on to tell me that: ‘the seconds you 
wait before the baby takes its first breath feel like hours’. 

‘Don’t worry, baby needs a moment to get their bearings’. Mara,' the nurse- 
midwife, comforts Sandra as she suctions the baby’s nose and swiftly and with such 
dexterity cuts and ties the umbilical cord. The baby is not on Sandra’s chest while 
Mara is completing these procedures but on the edge of the gynaecological bed. 
Sandra’s husband is not there; he is home waiting for Sandra to be allowed to turn 
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her phone back on so she can call him with the good news. The baby starts to cry 
and Mara hands the baby over to Sandra. 

Sandra was right, those seconds feel like hours, while the time the baby spends 
on the mother’s chest, between 1 and 3 min, passes in a heartbeat. ‘Congratulations! 
Here is your baby. Look here, ten fingers and ten toes. What is the baby’s name?’ 
said Mara. ‘Can you please repeat to me the number on your wristband?’ she asks 
Sandra. This is a scripted conversation for Mara that she has done too many times 
to count. 

It was a routine that I witnessed more than a hundred times during the births that 
I attended during my fieldwork in the hospital. Mara asks these questions to make 
sure there are no mistakes in the moments when the baby and mother are separated. 
It is not a question of if they will be separated, but when. Sandra repeats the number 
on her wristband to Mara while simultaneously trying to take her first look at the 
child she has been carrying in her body all these months. There is no discussion of 
breastfeeding, it was not a part of Mara’s script. ‘Is that the same number as the 
number we just gave baby? Can you tell us that number?’, asks Mara again. 

I started a timer on my watch when the baby was given to Sandra and observed 
the same routine pattern. In less than 3 min, the baby is taken from the mother’s 
arms, weighed and measured, and put under the heater on the table on the far wall 
of the delivery cubicle. The mother is encouraged to stay on the delivery bed and 
rest. She is given her cell phone back so she can call her partner and family to tell 
them the birth went well. Partners and other family members are not allowed in the 
hospital and will only see both mother and child in 2—4 days’ time when they are 
discharged from the hospital. 

Most of the time, the newborns cry while under the lights until they tire them- 
selves out. Mother and baby stay like this, in the same space but too far apart to see 
each other for another 1-2 h. The mother is waiting for the placenta to be delivered, 
to be inspected by the doctor and to have her episiotomy sewn up, and having her 
blood pressure measured every 30 min. After those 2 h pass and both mother and 
child are in good health, the baby is put back into the mothers’ arms. In a wheel bed, 
the pair are taken downstairs to the ‘bejbifrendli’ ward on the first floor of the hos- 
pital. There they will be rooming in with at least one but as many as three more 
babies and mothers for the remainder of their time in the hospital. 

This is what a typical birth and hospital stay look like for most mothers in mater- 
nity hospitals in Serbia that once were certified by the WHO/UNICEF Baby- 
Friendly Hospital Initiative (BFHI). When I asked Mara why this hospital was not 
following all the steps prescribed by the initiative, she stated: ‘Oh, we are following 
them. We must adapt them a little. International standards get a bit fuzzy here’. At 
the centre of this chapter is the following question: What does being a Baby-Friendly 
Hospital look like in practice? 

I show the important insight ethnography provides in understanding the imple- 
mentation and evaluation of the global Baby-Friendly Hospital Initiative (BFHI) in 
the context of the European semi-periphery. In Serbia today, less than 13% of chil- 
dren are exclusively breastfed for the first 6 months of life (Ministry of Health, 
2018). And yet, Serbia has officially been a part of the BFHI for over 26 years. We 
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know little about why Serbia’s implementation of the BFHI has been so challeng- 
ing. There is little, current published literature on the implementation of the BFHI 
in Serbia or breastfeeding more generally. During the almost 30-year period since 
the BFHI was adopted in Serbia, there was one external evaluation (Becker & 
Zisovska, 2009) of the country’s BFHI implementation process; however, it was 
conducted over 10 years ago and failed to take into account the local socio-political 
context under which this initiative had been implemented. Without understanding 
these contexts, one cannot fully appreciate why the initiative had only moderate 
success in the country or propose effective solutions. 

I combine analysis of global BFHI policy with a historical overview of the socio- 
political context in which it was implemented and ethnographic observations to 
show that in Serbia the global BFHI has been ‘thinly’ implemented. It has not had 
substantive buy-in from healthcare workers in maternity hospitals, nor has it resulted 
in significant changes in the routines on the hospital floor that would positively 
promote and support breastfeeding. Despite a renewed national-level commitment 
to breastfeeding promotion, the policies are still thinly learned and implemented. 

The global Baby-Friendly Hospital Initiative implemented in Serbia in the early 
1990s and the national-level policies which renewed it in 2018 have been con- 
strained by social, political and economic conditions that hindered the uptake of the 
program by frontline health workers — namely the devastating effects of the civil 
war and international sanctions in the 1990s, and the deleterious effects of IMF poli- 
cies on the Serbian healthcare system since the 2000s. I suggest that the pressure of 
time due to high workloads, and understaffed hospitals, in combination with unsus- 
tainable national funds for implementation may contribute to the reality of the thin 
implementation of BFHI. 

After describing my research methods, I briefly present the key tenets of the 
global BFHI. I then address some of the key policy literature on the initiative and 
breastfeeding more generally. I describe three key socio-political periods from 1994 
through to the present that have impacted the BFHI and health care more broadly in 
Serbia. I then juxtapose this review of the published literature and policy documents 
with my observations of the lack of internalisation of the ten steps of the BFHI vis- 
ible in the everyday routines of one maternity ward. 


Methods 


My analysis of the BFHI is based on a year of ethnographic fieldwork conducted 
during 2016-2017 in a large city in Serbia as part of a larger research project on 
maternal health care (Pantovic, 2016, 2018, 2019). I spent 4 months of participant 
observation in one of the largest maternity hospitals in Serbia, observing over 150 
births, and 8 months in birthing classes taught by nurse-midwives. Inside the hospi- 
tal, I shadowed various doctors, mostly residents, three to four times a week to learn 
what their typical workday was like. I was there to give a supportive smile to the 
women during delivery, and to help out the nurses when they made gauze and other 


20 L. Pantović 


materials. I took the first pictures of newborns so their mothers could share them 
with their families and partners. I made and drank coffee with the medical staff, and 
in general, I spent time observing the daily routines in the ward. I conducted semi- 
structured interviews with 14 gynaecologists and with 80 women who had given 
birth during that year, and unstructured interviews with four nurse-midwives and 
three owners and non-medical staff of privately-owned institutions, centred on 
maternal care. I also analysed relevant documents, including policies and reports on 
maternity care in Serbia. The transcribed interviews and field notes were entered 
into qualitative research NVivo software for managing, analysing and interpreting 
the data. The data were analysed using a mixture of deductive and inductive codes. 
Since this chapter is based on a larger study on privatization and consumerism of 
maternal health care, initially the data were analysed based on deductive codes 
focusing on patient provider relationships, continuity of care and birthing experi- 
ences. What emerged out of my field notes and interviews were inductive codes 
around breastfeeding, skin-to-skin contact in the delivery ward and working condi- 
tions in the maternity hospital. These inductive themes form the centre of the data 
presented in this chapter. 


The Global Baby-Friendly Hospital Initiative 


In 1991, due to a decline in breastfed children across the world, the WHO and 
UNICEF launched the Baby-Friendly Hospital Initiative. The momentum behind 
the initiative was a long-standing grassroots movement that became prominent in 
the 1970s; the movement was fuelled, in particular, by a call by North American 
mothers to boycott baby formula sold by big corporations such as Nestle, who had 
been producing infant foods since the start of the twentieth century (Van Esterik, 
2006). Their lobbying was successful and lead to the creation of the 1981 
International Code of Marketing of Breast Milk Substitutes (WHO, 1981) which 
discouraged the advertising and privileging of formula over breast milk. WHO and 
UNICEF published the Ten Steps to Successful Breastfeeding in 1989, as part of a 
set of policies and procedures for maternity facilities to implement in order to sup- 
port and improve breastfeeding. In 1990, the Innocenti Declaration On The 
Protection, Promotion and Support of Breastfeeding called for all governments to 
implement the ten steps within their maternity and newborn programs. The Baby- 
Friendly Hospital Initiative, launched by WHO and UNICEF in 1990, is a set of 
guidelines intended to motivate facilities worldwide to implement the Ten Steps to 
Successful Breastfeeding and comply with the International Code of Marketing of 
Breast-milk Substitutes (WHO, 2017). 


la. Comply fully with the International Code of Marketing of Breast-milk Substitutes and 
relevant World Health Assembly resolutions. 

1b. Have a written infant feeding policy that is routinely communicated to staff and parents. 

lc. Establish ongoing monitoring and data-management systems. 


2 Baby (Not So) Friendly: Implementation of the Baby-Friendly Hospital Initiative... 21 


2. Ensure that staff have sufficient knowledge, competence and skills to support 

breastfeeding. 

3. Discuss the importance and management of breastfeeding with pregnant women and 

their families. 

4. Facilitate immediate and uninterrupted skin-to-skin contact and support mothers to ini- 

tiate breastfeeding as soon as possible after birth. 

5. Support mothers to initiate and maintain breastfeeding and manage common 

difficulties. 

6. Do not provide breastfed newborns any food or fluids other than breast milk, unless 

medically indicated. 

7. Enable mothers and their infants to remain together and to practice rooming-in 24 

hours a day. 

8. Support mothers to recognize and respond to their infants’ cues for feeding. 

9. Counsel mothers on the use and risks of feeding bottles, teats and pacifiers. 

10. Coordinate discharge so that parents and their infants have timely access to ongoing 

support and care. 

The Baby-Friendly Hospital Initiative was meant to not only promote breastfeed- 
ing but also to empower women to feel confident in this process. The BFHI focuses 
on reforming maternity care institutions and educating medical providers, and the 
wider community to support breastfeeding. For a hospital to receive the status of 
‘baby-friendly’, the staff must be educated on the benefits of breastfeeding and the 
risks associated with supplementary bottle feeding. Promoting or advertising for- 
mula is banned in baby-friendly hospitals. The hospital has to provide rooming-in 
for mother and infant and enable breastfeeding on demand starting with the new- 
born latching on within the first hour after birth (WHO/UNICEF, 2009). Women 
have to be educated about breastfeeding as well and have access to lactation special- 
ists to support them in using breastfeeding techniques (WHO, 2017). 

Several studies have shown that hospitals that are BFHI-accredited have higher 
breastfeeding rates than hospitals that do not or have not been renewed (Bartington 
et al., 2006; Abolyan, 2006; Bagci Bosi et al., 2016; Pérez-Escamilla, Martinez & 
Segura-Pérez, 2016; Braun et al., 2003). However, policy analyses report “baby- 
friendly fatigue’ in various countries — a term used to describe the waning interest 
in the initiative at the national level (2017). WHO (2017) estimates that only about 
10% of babies in the world are born in a facility currently designated as baby 
friendly. 

Public health and anthropological studies that examine the implementation of 
global breastfeeding texts such as the BFHI identify a number of challenges. 
Anthropological studies in particular demonstrate the social and cultural distance 
between the producers of global guidelines and their recipients, outlining how 
global texts misalign with local realities, including the contexts and needs of moth- 
ers and frontline workers (Dykes, 2006; Desclaux & Alfieri, 2015; Blystad et al., 
2010; Gottschang, 2000). Ethnographic accounts of the implementation of breast- 
feeding policies focus on how the process of breastfeeding has been undermined by 
capitalist regimes. This includes the negative impacts of the influences of industri- 
alisation and medicalisation on post-natal wards, which shape the use of time and 
space, and decisions surrounding infant feeding (Dykes, 2006) and the reinforce- 
ment of inequities in the division of labour, gender roles and power relations through 
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breastfeeding discourses communicated by the public and in health promotion lit- 
erature (Maher, 1992; Faircloth, 2013; Tomori, 2014; Stearns, 2009; Haraway, 
2013). Numerous studies have traced the disconnect between specific WHO infant 
feeding guidelines and the way breastfeeding is actually experienced as a culturally 
and socially embedded practice (Desclaux & Alfieri, 2015; Blystad et al., 2010; 
Gottschang, 2000). Desclaux and Alfieri (2015), for instance, argue that HIV- 
positive women in West Africa did not apply medical recommendations regarding 
infant feeding since none of the infant feeding practices recommended were com- 
mon in the lay culture of feeding. Similarly, Gottschang (2000) examines the con- 
flict between global BFHI guidelines and local realities for Chinese mothers whose 
economic realities make breastfeeding difficult. 

Numerous public health studies also identify challenges that negatively impact 
the implementation of the BFHI. At the national level, funding constraints are a 
major barrier (Saadeh, 2012; UNICEF & WHO, 2017). The 2nd Global Nutrition 
Policy Review, implemented by WHO in 2016-2017, a multi country evaluation of 
the implementation of the BFHI, notes that with the exception of a few countries, 
sustainable national funding for BFHI implementation is rare. In many settings, the 
initiative was funded from government or other sources when it was initiated; how- 
ever, due to various issues, including changes in national leadership, shifting 
national priorities or tight budgets, funding is no longer available (UNICEF & 
WHO, 2017). The BFHI works best when it is endorsed and funded by national 
authorities; however, there is often low awareness or acceptance of the need for the 
initiative among government departments and, as a result, government ownership of 
the initiative can be lacking (Wieczorek et al., 2015; Saadeh, 2012; UNICEF & 
WHO, 2017). In countries where the BFHI has been less successful, government 
ownership is often less compared to the ownership demonstrated by external bodies 
such as donors and NGOs (UNICEF & WHO, 2017). 

National funding constraints often trickle down to the facility level, where there 
is a lack of resources for the assessment and designation process, or for training 
staff (UNICEF & WHO, 2017). Even where funding and national political coordi- 
nation exists, the individual experiences and attitudes of health workers and hospital 
management are also important issues influencing the implementation of the BFHI 
(Wieczorek et al., 2015; Nickel et al., 2013; Abolyan, 2006; UNICEF & WHO, 
2017; Walsh et al., 2011). The attitudes of administrators influence the commitment 
of health workers to implement the steps (Nickel et al., 2013; Schmied et al., 2011; 
Wieczorek et al., 2015). For instance, some studies describe the action of an indi- 
vidual change agent, who facilitates implementation of the steps by promoting the 
initiative among managers of professional groups and units, requiring staff to par- 
ticipate in hands-on breastfeeding trainings, and including breastfeeding support in 
staff members’ annual performance reviews (Nickel et al., 2013; Wieczorek 
et al., 2015). 

Misunderstanding of the BFHI on the part of health workers can also pose a chal- 
lenge to BFHI implementation (Abolyan, 2006; Nickel et al., 2013; UNICEF & 
WHO, 2017; Walsh et al., 2011; Wieczorek et al., 2015). For instance, in North 
Carolina, night shift nurses thought that supplemental artificial feeds had few if any 
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negative consequences, and felt that providing the mother an opportunity to rest (by 
removing the baby) was more beneficial than supporting breastfeeding (Nickel 
et al., 2013). Rather than using the BFHI as a strategy to improve health profession- 
als’ practices, nurses in Australia tended to “focus on the ten steps as a set of tasks 
to be accomplished’ (Schmied et al., 2011, p. 9). They interpreted the BFHI as a tool 
to convey the message that breastfeeding was the only way to properly feed a baby 
and then used it to influence infant feeding decisions, giving women little choice in 
their feeding method (Schmied et al., 2011). 

Systemic issues, including a high workload for health facility staff and their lack 
of time, have also been identified as causes of the thin implementation of the BFHI 
(Reddin, Pincombe & Darbyshire, 2007; Taylor et al., 2011; Schmied et al., 2011; 
Semenic et al., 2012; Thomson et al., 2012; Nickel et al., 2013; Abolyan, 2006). In 
some contexts, health workers often perceive the BFHI in a positive way and are 
committed to BFHI implementation, but the pressure of time leads them to take 
shortcuts or seek a “quick fix’. In Serbia, the BFHI has been constrained by social, 
political and economic conditions that hindered the commitment to the program at 
the national level as well as its uptake by facilities and frontline health workers. 


The History of the Baby-Friendly Hospital Initiative in Serbia 


I describe three key socio-political periods that impacted the BFHI and health care 
more broadly in Serbia: the 1990s, early 2000s and the current political regime from 
2012 onwards. Larger social, economic and political contexts shape the implemen- 
tation of global maternal health policies; my descriptions of these three periods 
provide crucial historical context, shedding important light on the low prioritization 
of the BFHI at the national level, and its thin implementation in health facilities. 


The 1990s 


During the 1990s, Serbia was under international isolation. The wars and interna- 
tional sanctions left the previously ‘generous’ healthcare sector of Yugoslavia in 
severe crisis (Perišić, 2014). The Milošević regime tried to maintain the illusion of 
the status quo, but in reality, the country’s infrastructure was deteriorating (Perišić, 
2016). All of the hospitals in Serbia lacked basic supplies, and medical staff experi- 
enced significant delays in receiving their salaries (Stambolovic, 2003). The last 
decade of the twentieth century was a harsh one for Serbian citizens. The old mil- 
lennium ended with the 1999 NATO bombing campaign that devastated the country. 
One of the gynaecologists I spoke to remembers working in a large maternity hos- 
pital during the sanctions and the bombing: 
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During the sanctions, it became increasingly difficult to work. There were no medications, 
no resources. During the bombing, it was the worst. We would frequently lose electricity. 
Imagine doing a C-section under candlelight! No one did this except us! We worked, with- 
out water or power but we worked. 


Milošević’s regime led the country into sanctions and ‘had taken Serbia from the 
largest republic in the internationally respected and cosmopolitan Socialist Federal 
Republic of Yugoslavia to a pariah country plagued by nationalism, haunted by war 
crimes, and devastated by economic insecurity’ (Greenberg, 2014, p. 5). It was dur- 
ing this period of upheaval that the country formally adopted the WHO Baby- 
Friendly Hospital Initiative with the aim of ameliorating the low rates of breastfeeding 
and high mortality rate of infants and young children (Chalmers, 1997). When 
Becker and Ziskova’s (2009) evaluation came out, Dr. Durda Kisin from the Public 
Health Institute in Serbia stated that ‘this initiative was implemented in a time when 
most hospitals did not have running hot water. The idea was to encourage mothers 
to breastfeed, but the times were tough’ (RTS. Problemi u srpskim porodilištima 
2010, translated by the author). 


The Early 2000s 


The new century brought about a feeling of hope and change in Serbia that could 
have led to a better implementation of the policy than the previous period. People 
stormed the nation’s capital of Belgrade on 5 October 2000 and ousted Milošević. 
The new democratically-elected Serbian government had high hopes for overall 
change. The new post-MiloSevi¢ government slowly managed to lift the interna- 
tional sanctions and started negotiations of their own with the International Monetary 
Fund (IMF). The goal of the post-MiloSevic government was to ‘create a real market 
economy’ (Perišić, 2016, p. 649), emphasizing market and economic stability. 
When it came to reforms in health care, this government tried to maintain at least 
the perception of universal healthcare coverage. The government sought help from 
various international aid organisations to re-build essential healthcare infrastruc- 
ture. Most notably, the World Health Organization (WHO) and the World Bank 
provided humanitarian aid to Serbian hospitals, with special attention to the mater- 
nity wards. At this time, the UNICEF country office was still providing support for 
the implementation of the BFHI Initiative (Becker & Zisovska, 2009, p. 41). As of 
2005, the largest number of public maternity wards and hospitals, 84%, were certi- 
fied as baby-friendly (Ministry of Health, 2018). At this time, 91% of women were 
breastfeeding exclusively upon discharge in Baby-Friendly designated facilities and 
78% of births were taking place in facilities certified as meeting and maintaining 
Baby-Friendly criteria (Becker & Zisovska, 2009). 

Even though hopes were high right after the revolution in Serbia, they quickly 
grew into disappointment. Along with the rest of the world, Serbia felt the impact of 
the 2007/2008 global economic crisis that shattered the already fragile and still 
recovering economy. In this period, the WHO and UNICEF officially stopped 
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funding the BFHI and national public health officials noted a drop in children exclu- 
sively breastfed in the first 6 months of life, from 15.1% to the current 12.8% 
(Ministry of Health, 2018). It is unclear if the national government provided any 
funding for the BFHI afterwards. Still recovering from the wars and sanctions, at 
this time the International Monetary Fund imposed reforms that have had a severe 
impact on healthcare provisioning (Perišić, 2014, 2016; Stambolieva, 2016). Every 
one of these reforms hurt healthcare provisioning for most of the population of 
Serbia. These reforms included further containing public healthcare spending and 
imposing a cap on the duration of sick leave benefits, increasing the level of co- 
payments, and downsizing the number of medical and nonmedical staff in public 
health care, as well as speeding up reforms of public enterprises and the privatiza- 
tion process. Reforms also included severe cuts in public healthcare funding and 
imposition of a ban on new hires within the public sector by the right-wing govern- 
ment, at the time led by then Prime Minister (now President) Aleksandar Vučić. 
While there are no official reports as to how many public healthcare providers have 
immigrated to Western European countries, the public and media narrative describes 
the current state of the Serbian healthcare system as on the brink of collapse 
(Arsenijevic, Pavlova & Groot, 2013; Hyde, 2016; Vasiljevic-Prodanovic, 2015). 

As Becker and Zisovska note, BFHI designations have an expiration date, and 
only half of the initially awarded hospitals were re-appraised in the period between 
2002 and 2010 (Ministry of Health, 2018). By 2009 most of the hospitals no longer 
met the standard (Becker & Zisovska, 2009). On behalf of UNICEF and WHO, in 
2009, Becker and Zisovska carried out an evaluation of the BFHI from 1995 to 
2008. Drawing on interviews with managers, health workers and mothers, observa- 
tions, and desk review, the aim of the evaluation was to assess the status of the initia- 
tive and provide guidance and recommendations to the newly formed government 
working group for BFHI (Becker & Zisovska, 2009). Becker and Zisovksa (2009, 
p. 25) concluded that the initiative was supported by the national government but 
that the program itself was only ‘moderately effective until about 2003 when sup- 
port was reduced and activity curtailed, though low-level activity continued in some 
areas due to the commitment of individuals’. They reported that the current prac- 
tices in the observed hospitals were well below the standards expected by WHO/ 
UNICEF global criteria, and noted that there ‘are misperceptions of what the BFHI 
is by many mothers, staff, and managers as well as the wider community’ (Becker 
& Zisovska, 2009, p. 2). Hospital staff, as well as mothers, had limited knowledge 
on the benefits of the BFHI practices, only that it should be done, and women and 
providers equated the entire initiative with step seven: the rooming-in recommenda- 
tion. Women were left to care for their babies on their own without any education or 
support on breastfeeding. Both managers and staff often misunderstood whether 
their facility was actually accredited (Becker & Zisovska, 2009). The low activity 
and low profile of the BFHI was attributed both to lack of funds for national coordi- 
nation and local implementation (Becker & Zisovska, 2009). In accordance with the 
recommendation given in the Becker report in 2009, a National Committee on 
Breastfeeding was formed (Ministry of Health, 2018). 
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2012 to the Present 


From 2012 onwards, the Serbian government has made several attempts to revive 
the BFHI, but these attempts have been unsystematic, hard to document and follow 
up on and have resulted in little to no actual change. In 2012 and 2013, the public 
Institute for the Care of Mothers and Children conducted training with 600 medical 
providers, educating them on infant nutrition (Ministry of Health, 2018). But adher- 
ence to standards that encourage breastfeeding was not mandatory in the new 
accreditation process of public hospitals. As it stands, not one of the previously 
certified Baby-Friendly hospitals has gotten its status re-confirmed (Ministry of 
Health, 2018). The program did not continue, nor was there follow up from either 
the government or UNICEF (Ministry of Health, 2018). 

In June 2017, Ana Brnabić became the first woman and the first openly gay 
prime minister. After her appointment, Brnabić’s government set up the National 
Program to Support Breastfeeding (2018). This program is very self-critical of the 
current disconnect between the practice and policy, stating in its opening paragraph 
that: ‘the Republic of Serbia has a legal and policy framework around breastfeeding 
but it is not implemented to the fullest extent’ (Ministry of Health, 2018, p. 4). 

The national program makes a clear link with the global BFHI and notes the 
importance of this initiative for maternal care in Serbia (Ministry of Health, 2018, 
p. 5). The program explicitly states the importance of implementing the Ten Steps 
in every maternity ward and hospital in Serbia (Ministry of Health, 2018, p. 27). 
The policy actively supports the idea that mothers and newborns should not be sepa- 
rated during their stay in the hospital along with a list of other ‘shoulds’ — for mater- 
nity hospitals and wards (Ministry of Health, 2018). For example, the hospitals 
should provide individualised care, should be family-oriented, partners should be 
present at birth, the first feeding should happen in the first hour of birth, there should 
be skin-to-skin contact. The program sums up this list of shoulds by stating that it is 
the state’s job to ‘support mothers so that they find breastfeeding as a pleasant and 
useful experience and not a chore and a norm they have to fulfill’ (Ministry of 
Health, 2018, p. 6). As a precursor to the new national program, the Serbian govern- 
ment in 2017/2018, with the support of UNICEF, conducted another round of BFHI 
training for medical providers (Ministry of Health, 2018), although there is no indi- 
cation of how many providers were trained and where these providers work. A 
major insight that ethnography offers for health policymakers is that it can offer an 
in-depth understanding of what happens in health facilities, and what gets lost when 
moving from policy to practice. I now turn to my own ethnographic research in one 
previously accredited Baby-Friendly Hospital in Serbia. 
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Mothers who gave birth vaginally are now rooming in with their newborns, in 
accordance with the seventh step for the promotion of breastfeeding. This rooming- 
in is the hospitals’ baby-friendly approach. This ‘bejbifrendli’? ward consists of 
around 20 rooms. The rooms have either four or two beds. Each room has a toilet 
and a shower but sadly not all the rooms’ lavatories are functional, so women tend 
to share and walk to the rooms that do have a working shower and toilet. 

Along with sharing the room with at least one another woman, mothers in the 
bejbifrendli ward also room in with their newborns in small cribs that are placed 
right next to their beds. In the entire hospital, there are no railings. After giving 
birth, which usually also includes having an episiotomy, women tend to use the crib 
itself as support to get up in order to get out of bed to pick up their babies or walk 
to the closest bathroom. Visitors are not allowed in the bejbifrendli ward, or in any 
area of the hospital. This means that the women are completely isolated during their 
stay from their partners, their family or any kind of support system. The lack of 
internalization of the Ten Steps is visible in the everyday routines in this ward. 

When both women and medical providers use the English term ‘bejbifrendli’ 
what they are referring to is a ward in the maternity hospital where mothers who had 
given birth vaginally are placed right after delivery. Women who had C-sections are 
not in this ‘bejbifrendli’ ward, they spend the first night in the intensive care ward 
and the next 3—4 days in the semi-intensive care ward. The C-section newborns are 
not with their mothers during their stay in the hospital. The C-section ward mothers 
see their newborns on a fixed feeding schedule of every 3 h. This was the standard 
in the entire hospital after the BFHI accreditation. 

The nurses would bring the newborns to the mothers on a 3-h cycle for around 
30 min. Before giving the babies to their mothers the nurses would weigh them. 
Mothers were told to feed their babies for 5 min on each breast, burp the baby and 
hand them back to the paediatric nurse. After feeding the baby would be weighed 
again and if the nurse deemed that the baby was not fed enough, they would give 
them baby formula. 

In the bejbifrendli ward of the hospital, women were meant to take care of their 
infants on their own, including feeding them. But this did not mean they could do 
whatever they wanted, including breastfeed on demand. Ana was a third-time 
mother who took the time to inform herself about UNICEP’s breastfeeding policies 
because of her previous birth experiences in the hospital. After her discharge from 
the hospital, she told me about the nurses’ lack of support for her wish to breastfeed 
on demand. 

Having breastfed before, Ana, unlike other women who had just given birth for 
the first time, had enough hands-on experience when it came to breastfeeding and 
she felt confident in her ability to care for her baby on her own during her stay in the 
baby-friendly ward. She wanted to breastfeed her baby more frequently than what 
women are typically instructed to do during the maternity classes they can attend 
prior to giving birth. In the classes, women are told that they should feed babies, not 
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on demand but on a 3-h schedule and no more than 5 min per breast. Her breastfeed- 
ing more than those prescribed 10 min created problems within the baby- 
friendly ward. 


I had a bad experience with breastfeeding in the hospital. I was in the baby-friendly ward, 
the baby was with me. One nurse noticed I wasn’t breastfeeding my child during the hospi- 
tal prescribed time frame but whenever I wanted. She kept telling me that I should not feed 
the baby whenever I wanted to, that the baby needs time to digest the milk. She told me that 
I should feed the baby for no more than 5 minutes. I did not want to argue with her, so I said, 
fine. She saw that I wasn’t really going to listen to her really. She sent another nurse in with 
a stopwatch and she timed me! After five minutes past, she took the baby and placed him on 
my other breast. After another five minutes, she took him and put him in the crib. I had to 
secretly breastfeed my child. I was so nervous. I requested a breast pump because I had so 
much milk and the nurse told me it was my own fault for not listening to their rules. They 
are supposed to support breastfeeding but not like this. 


Ana was one of the few mothers who had attended birthing classes in order to pre- 
pare for labour psychologically and physically. These classes are completely free 
and are covered through the state health insurance. It is during these classes that 
breastfeeding is discussed the most with pregnant women. These courses are the key 
sites where women are encouraged to breastfeed, and yet, according to the main 
coordinator of the classes, less than 30% of the women in the city actually attend 
these courses because they live too far or have to work during class times. 

During the classes that I observed, the quality of information about breastfeeding 
provided to women varied and depended solely on the attitude and knowledge of the 
teaching-midwife. Nurse-midwives would always list the medical benefits of breast- 
feeding from these studies, such as lower rates of middle ear infections, lower can- 
cer rates and other benefits. However, in addition to being told that babies should 
not be fed on demand, instructors would frequently add claims about the benefits of 
breastfeeding that were harder to support. For example, during one such lecture, a 
nurse-midwife told her class that: “you won’t gain weight if you breastfeed and your 
child won’t become a drug addict (narkoman)’. A key aspect of the BFHI is teach- 
ing medical providers about the medical benefits of breastfeeding for both mother 
and infant. Yet, when I conducted fieldwork during 2017 there was no mention of or 
discussion on these trainings in staff meetings. 

Feeling safe and supported is a key prerequisite for women to feel empowered to 
successfully breastfeed (Stankovic, 2017). This support should also entail providing 
women with ample and adequate information about their birth, breastfeeding, and 
other concerns, as well as respecting their privacy and wish to rest after giving birth. 
When asked about breastfeeding support, women replied that their experiences with 
the staff varied drastically. ‘When I just got to the room the nurse was great. She 
explained things to me and even helped me place the baby properly. The nurse that 
came in the afternoon shift, she did not even bother’ said one woman while trying 
to soothe her crying newborn. On many occasions I observed that instead of a nurse 
coming in to help with the first feeding, women were played an old VHS tape about 
breastfeeding. This appeared to be a WHO breastfeeding video from the 1990s. It 
was in English with Serbian subtitles. What usually would happen is that the nurse 
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would turn the video on and leave the room. The moment the nurse left, the mothers 
would show no interest in watching this old video. Some even told me that they 
looked up how-to tutorials on YouTube rather than watching the VHS, or that 
they asked for help from their roommate if they were lucky enough to have a room- 
mate who had given birth before. 

It would be unjust and a simplification to state that nurses refuse to provide 
mothers with lactation assistance. That their refusal to teach and encourage women 
to breastfeed was a matter of active resistance towards the policy and that they do 
not see the benefits of breastfeeding. We cannot disregard the global and local politi- 
cal and economic constraints that affect their agency as healthcare workers. As 
described in the background section, there have been radical cuts in Serbia’s health- 
care sector resulting in shortages of staff, especially gynaecological and paediatric 
nurses, who are tasked with helping women in the recovery process after giv- 
ing birth. 

The nurse-midwives, along with the residents, were the health workers I spent 
the most time with in the hospital. Most of the midwives were middle-aged women, 
and all of them can best be described as women who will not tolerate nonsense. The 
midwives have their break room within the delivery ward. They would usually make 
coffee for each other and share a breakfast of burek, a type of meat or cheese pie, or 
some other pastry from the bakery or canned sardines. The conversations in the 
room were often very lively and jovial, however, the women also frequently used 
break time to vent about the difficult working conditions they faced in the hospital, 
especially being overworked and underpaid. While making herself a cup of coffee, 
one nurse-midwife, Milana, a serious woman with short blond hair, started talking 
about her feelings about her work. 


It is a hard job, but I love it. The only thing I can complain about is the fact that they cut 
down our off days. We work 12-hour shifts, plus night shifts twice a month (24h shift) and 
we used to have three days off; now we have two. That is barely enough for you to get some 
sleep, not nearly enough time if you have a family as well. 


The nurse-midwives I spoke to were all very unhappy with their economic status. I 
asked Nena, another senior midwife, to compare, in her view, their situation during 
socialism and now; she said: “Sure the technology is better now, but our paycheck is 
not. It is challenging to make ends meet let alone think about things like holidays. 
Those are luxuries for us’. Milena smirked at that comment and added: ‘I am sur- 
prised we do not make more mistakes along the way! It is because we are tired! 
Tired, overworked and severely underpaid’. 

During my fieldwork, I observed how the shortage of nursing staff affected wom- 
en’s experiences during their stay in this hospital. Women do not even know the 
names of the medical staff working in the maternity hospital, the staff do not intro- 
duce themselves to the women, nor do they wear name tags. The absence of a 
friendly, human relationship with the staff, coupled with the poor infrastructure of 
the hospital left women disappointed with their birthing experience (Arsenijevic, 
Pavlova & Groot, 2014; Baji et al., 2017; Sekulic, 2016; Pantović, 2016). Frequently 
they would tell me that they felt as if they were left to fend for themselves. 
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When it comes to breastfeeding, they did not explain anything. This is my first baby and I 
asked the nurse when I should feed the baby for the first time. She told me I could feed her 
now if I want to. We did try but she (the baby) was not interested. The nurse told me that the 
baby will be fine even without breast milk in the first 24 hours, that the baby is not hungry 
that she will let me know when she is hungry. When I asked her to come and help me, she 
told me that she is too busy to come that I must figure it out on my own. 


All the women I spoke to wanted to breastfeed and tried extremely hard to do so in 
the hospital. Some, like Ana, persisted and breastfed on demand despite the nurses, 
while others complied with the unwritten rules of the hospital that told them their 
child needed to supplement their feeding with formula. When leaving the hospital, 
the struggle continues. ‘People think that I am crazy for still breastfeeding my one- 
year-old!’ one mother told me during our follow-up interview. Although there are 
no studies on public perceptions of breastfeeding in Serbia, my conversations with 
mothers and media reports suggest that there are public misconceptions that also 
contribute to an environment unsupportive of breastfeeding. For instance, according 
to a BBC news report (Dojenje na javnom mestu u Srbiji: Beba bira gde i kada će da 
jede, poručuju mame, 2019) women are often met with negative comments and 
disdain from the general population when they choose to breastfeed in public. 

In the hallways of the baby-friendly ward, there are multiple framed posters out- 
lining the ten steps to successful breastfeeding, posters outlining the importance of 
breastfeeding in the first 6 months of life. Visually the Baby-Friendly Hospital 
Initiative was very present in the walls and TV screens of the hospital, but most 
women did not feel they were informed or encouraged to breastfeed. There was a 
sharp disconnect between what was written on the walls and in policy documents 
and what occurred in practice. 


Discussion and Conclusion 


Through a review of the history of Serbia’s BFHI policy implementation, alongside 
ethnographic observations of the daily routines in one such designated ‘baby- 
friendly’ maternity hospital, this chapter provides insight as to why the implementa- 
tion of the BFHI in Serbia over the past 30 years has been met with little success. I 
have described three key socio-political periods that impacted the BFHI and health 
care more broadly in Serbia (contexts that previous external evaluations of BFHI in 
Serbia have not fully considered): the 1990s, early 2000s, and the current political 
regime from 2012 onward. I show that the Baby-Friendly Hospital Initiative imple- 
mented in Serbia in the early 1990s and the national-level policies which renewed it 
in 2018 have been constrained by social, political and economic conditions that 
hindered the uptake of the programs by frontline health workers — including the 
devastating effects of the civil war and international sanctions in the 1990s, and the 
deleterious effects of IMF policies on the Serbian healthcare system since the 2000s. 

Dobre (2008) uses the term ‘thin learning’ to describe how EU policies were 
adopted in Romania to superficially comply with EU accession without actual 
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implementation and governmental reform. In the case of the BFHI the policy also 
appears to have become thinly implemented instead of actually promoting breast- 
feeding in a meaningful way. Within health facilities, I observed a non—evidence- 
based approach when providing information about breastfeeding, a lack of rooming 
in and initiation of breastfeeding within a half hour of birth, and lack of breastfeed- 
ing on demand. My findings are similar to those reported by Becker and Zisovska 
(2009) in their evaluation, which took place over 10 years ago, suggesting that, 
despite a renewed national-level commitment to breastfeeding promotion, breast- 
feeding policies are still poorly implemented, with the lack of internalization of the 
ten steps of the BFHI visible in the everyday routines of the maternity ward. 

Women like Ana were left on their own to care for their babies with little breast- 
feeding education or assistance. Even though the ward was called ‘bejbifriendli’ 
and baby formula is not given out routinely, the practice of breastfeeding every 3 h 
for 10 min describes a more staff-schedule friendly than baby-friendly practice. The 
rationale for separating mothers with C-section from their infants and feeding 
infants formula during this period is not clear, but it may have been for the ease of 
staff in caring for mothers. Allowing for feeding on demand would require restruc- 
turing hospital and health worker schedules to fit the needs of each individual 
breastfeeding woman. Instead, women are disciplined to breastfeed on the demand 
of the hospital. Based on my observations and interviews with health workers, it 
seems, as in other contexts, that the pressure of time due to high workloads, and 
understaffed hospitals (Abolyan, 2006; Schmied et al., 2011; Semenic et al., 2012; 
Taylor et al., 2011; Thomson, Bilson & Dykes, 2012) in combination with unsus- 
tainable national funds for implementation (Saadeh, 2012; UNICEF & WHO, 2017) 
may contribute to the reality of the thin implementation of BFHI in Serbia. 

Taking a closer look at the social, political and economic context in which the 
initiative was first implemented in Serbia, it is not difficult to understand why it has 
had so many shortcomings. The initiative was first signed during sanctions and civil 
wars with the infrastructure in shambles — conditions under which it would have 
been impossible to succeed. The larger social and political backdrop of the timing 
of the initiative is linked with Serbia’s political and economic trajectory towards the 
European Union; by initially signing on to the BFHI, Serbia may have also been 
trying to signal its alignment with European norms and standards such as empower- 
ing women to breastfeed. Yet, political support for the BFHI appears to have waxed 
and waned. As in other country contexts (Saadeh, 2012; UNICEF & WHO, 2017) a 
consistent source of funding for the initiative has also been a challenge. The period 
of its initial successes was closely tied with the provision of UNICEF funds, but 
beyond inconsistent funding from external partners such as UNICEF, the initiative 
has since never had a consistent source of public funding. Funds have been made 
available for recent trainings of health providers, however, it is unclear if a consis- 
tent source of funds is available for training, and for other activities which are 
important for the implementation of the BFHI, including for the assessment and 
designation of facilities (Ministry of Health, 2018; UNICEF & WHO, 2017). 

In the past few years, the state of the public maternity hospitals has become a 
hot-button issue in the country, due partially to intense media scrutiny. Although 
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problems in the maternity hospitals were widely known (Arsenijevic, Pavlova & 
Groot, 2014), there exists an unwritten rule that women should not speak about 
them in public. To counter this silence, a grass roots NGO Majka Hrabrost (Mother 
Courage) collected online surveys from mothers who delivered infants in one of the 
maternity hospitals in Serbia between 2000 and 2008. It identified three main prob- 
lems in Serbian maternity care: poor communication, corruption, and outdated 
medical protocols that are still in use, such as mandatory enemas upon admission 
(Arsenijevic et al., 2014). These findings confirm the observations I made during 
my fieldwork, and have also been noted in a more recent survey conducted by 
another NGO Centar za Mame (Centre for Moms) (Sloboda Rađanju — rezultati o 
iskustvima Zena na porodaju u Srbiji, 2015). In addition to the lack of support for 
breastfeeding, women are often simply told to endure the lack of support and lack 
of agency they experience overall during their birthing experience and stay in the 
maternity hospitals. 

Sadly, Mother Courage is no longer working in Serbia and Centre for Moms 
seems to be the only viable NGO left working on issues around maternity in the 
country. New problems seem to be emerging while previous issues remain unre- 
solved. Even though the national program for the support of breastfeeding is now 
over 2 years into implementation, there is no civil sector oversight or analysis of its 
effects. Furthermore, the Serbian government passed new legislation that effectively 
slashed maternity leave and pay for most women in Serbia (Apelujemo da se izmene 
Zakona o finansijskoj podršci porodici sa decom uključe u novi budžet, 2019; Vise 
od 13.000 mama oštećeno Zakonom o finansijskoj podršci porodici sa decom, 
2019). With a lack of civil sector oversight, coupled with the poor working condi- 
tions in the hospitals and the overall low public interest in promoting breastfeeding, 
it is difficult to see how the BFHI in Serbia will move beyond thin implementation 
focused only on written policy documents and lip service by politicians to actual 
changes in practice. 
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Chapter 3 A 
The Promise and Neglect of Follow-up oe 
Care in Obstetric Fistula Treatment 

in Uganda 


Bonnie Ruder and Alice Emasu 


Introduction 


In the calm before the afternoon storm, the regional referral hospital in central 
Uganda was uncharacteristically quiet. The parking lot and hospital grounds were 
almost completely empty. In the maternity ward, only a few postpartum mothers 
and family members occupied the otherwise vacant space. Missing were the long 
lines of women waiting for care—the norm in maternity wards throughout Uganda— 
along with the chaotic bustle of the hospital grounds that I had grown accustomed 
to. It was four days into a national doctors’ strike, in which doctors were protesting 
appallingly low wages and a chronically underfunded healthcare system. The news 
of the strike had spread throughout Uganda, persuading everyone except those with 
dire emergencies to stay home. 

For our study team, the strike meant that the surgeon scheduled to conduct fistula 
screenings was called away to handle the latest emergency. Several hours passed 
while I waited with a fistula counselor and translator who works for a local NGO, a 
nurse, and 12 potential study participants who were waiting to be screened. The 
study was designed to investigate the etiology, severity, and quality of life for 
women experiencing persistent residual incontinence after surgical closure of an 
obstetric fistula. All of these women had undergone surgery for obstetric fistula, yet 
they were still leaking urine. The women sat next to each other on a long wooden 
bench and quickly bonded over their shared affliction—their incontinence and the 
suffering it brought. 
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Many hours later, the doctor appeared ready to screen the women. Fistula screen- 
ing involves a relatively simple test in which a catheter is inserted into the urethra 
and the bladder is backfilled with a blue dye that is used to diagnose vesico-vaginal 
fistulas and stress incontinence. Ten of the 12 women passed the screening; this 
meant their fistula was closed yet they were still leaking urine, thus they qualified 
for participation in the study. The two women who did not qualify were informed 
that their fistulas were still open and that they may need another surgery to close 
their fistula. The counselor and surgeon met with each woman individually to 
explain their findings and discuss treatment options. Of the ten women who quali- 
fied for the study, several were initially dry upon discharge from their fistula surgery 
yet started to leak urine again days or months later. Other women started leaking 
immediately following surgery; however, this screening was the first time a health- 
care worker had explained that they were experiencing residual incontinence rather 
than a failed closure. In both circumstances, the women had either not received 
follow-up care or returned for follow-up but were still confused about their pros- 
pects for treatment. All of the women were clear, however, that they desperately 
wanted to be cured from the continuous leaking. 


— Fieldnotes, first author, October 2017 


This chapter presents findings from a community-led project with a Ugandan 
nongovernmental organization (NGO) that was designed to investigate both the 
clinical profile and qualitative experiences of women with post-repair incontinence. 
The chapter draws on ethnographic fieldwork and narratives collected through 
open-ended interviews with fistula surgeons and women suffering from residual 
incontinence. Based on the emergent themes, we conducted a desk review of inter- 
national and Ugandan fistula policies and guidelines, tracing fistula policy in 
Uganda to understand the current approach to follow-up care after fistula treatment. 
We discovered vague fistula policies, absent guidelines, and unfunded mandates, 
especially in relation to follow-up care. Ultimately, we argue that an inadequate 
treatment model that neglects follow-up care exists. We argue that this neglect can 
be traced to a donor-funded delivery model that fails to prioritize, or fund, follow-up 
care as an essential component of fistula treatment. As a result, poor outcomes are 
underreported and women who experience poor outcomes are largely erased from 
the fistula narrative. This erasure shapes treatment possibilities and research priori- 
ties, leaving out women still in need of additional treatment. 


Obstetric Fistula in Uganda 


International discussions about maternal health in low-income countries tend to 
focus on maternal deaths. However, these deaths are only the tip of the iceberg in 
terms of the health effects of the poor availability and quality of maternity services 
(Paxton & Wardlaw, 2011; Storeng et al., 2012). Closely entwined with maternal 
mortality and propelled by the same health system deficiencies are maternal 
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morbidities, injuries women suffer during pregnancy, childbirth, or postpartum. 
Assumed to be directly or indirectly related to difficult obstetric events, these mor- 
bidities/disabilities include conditions such as uterine prolapse, stress incontinence, 
hypertension, hemorrhoids, perineal tears, urinary tract infections, severe anemia, 
depression, fistula, and ectopic pregnancy (Koblinsky et al., 2012). The World 
Health Organization (WHO) estimates that for every maternal death, 30-50% of 
women who survive suffer humiliating or disabling injuries (WHO, 2015). 

Beyond the acute impact of obstetric complications and the potential for future 
morbidities and disabilities, maternal morbidities have secondary consequences for 
women and their families. These consequences extend the meaning of loss beyond 
quantitative indicators such as the maternal mortality ratio or Disability-Adjusted 
Life Years (DALYs). For instance, studies from Burkina Faso tell of consequences 
that can span over several years and include catastrophic health expenditure, severe 
and persistent illness—including increased risk of all cause and pregnancy related 
death in the ensuing 4 years and mental health problems—stigmatization, violence, 
isolation and divorce, and loss of family stability and community status (Filippi 
et al., 2007; Storeng et al., 2010). 

The most severe of maternal morbidities is an obstetric fistula. Obstetric fistula 
is a traumatic childbirth injury caused most often by prolonged, obstructed labor, 
due to either fetal malpresentation or more commonly, cephalo-pelvic dispropor- 
tion—where the fetus’s head is unable to fit through a woman’s pelvis during labor. 
During the prolonged labor, the continuous pressure of the fetal head on the bladder 
or rectal tissues causes diminished blood flow. Eventually the tissue becomes 
necrotic and sloughs off, leaving a small hole, or fistula, between the woman’s vagi- 
nal walls and the bladder and/or rectum. The result is uncontrollable leakage of 
urine and/or feces. In most cases of obstetric fistula, the fetus dies. The pressure 
exerted by the fetus during prolonged labor can also damage nearby organs and 
nerves. The multisystem injuries, described as the “obstructed labor injury com- 
plex,” include renal failure, secondary infertility, foot drop from nerve injury, vagi- 
nal stenosis, and chronic skin maceration! (Arrowsmith et al., 1996). 

The social and emotional consequences of living with fistula are also extreme, as 
the odor from continuous incontinence often leads to discrimination and social 
shaming from friends, family, and community members. Women with fistula com- 
monly report feeling embarrassment, loneliness, worry, sadness, disappointment, 
and anger (Mselle et al., 2011; Pope et al., 2011; Weston et al., 2011). Women with 
fistula also report serious mental health issues, including severe depression and sui- 
cidal tendencies (Browning et al., 2007; Khisa et al., 2017). Divorce, separation, 
and marital discord are common (Ahmed & Holtz, 2007; Barageine et al., 2015; 


'Foot drop is caused from peroneal-nerve compression during labor and results in weakness or 
paralysis of the forefoot. Women with foot drop experience difficulty lifting their foot and thus 
have limited mobility. Chronic skin maceration is the breakdown of skin on the labia and inner 
thighs which occurs due to the prolonged exposure to moisture. Vaginal stenosis is the narrowing 
and loss of flexibility in the vagina, resulting in painful intercourse. 
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Mwini-Nyaledzigbor et al., 2013), though not universal, experiences for women 
with fistula. 

Today, obstetric fistulas are extremely rare in high-income countries. However, 
in low-resource countries with underfunded and poorly provisioned healthcare sys- 
tems and limited access to quality emergency obstetric care, especially caesarean 
delivery, fistula remains a public health problem. The WHO (2018) estimates that in 
sub-Saharan Africa and Asia more than two million women live with untreated fis- 
tula, yet reliable prevalence data on obstetric fistula is unavailable. Prevalence of 
obstetric fistula is difficult to determine in part because women are often reluctant 
to reveal their symptoms, and due to the fact that true prevalence can only be con- 
firmed with clinical examination, rendering large community-based prevalence 
studies cost prohibitive. 

The primary intervention for women with obstetric fistula is surgical treatment, 
with reported success rates between 80% and 97% (Barone et al., 2012; Delamou 
et al., 2016; Ouedraogo et al., 2018). Following treatment, women typically report 
improvements in their social life and relationships, income-earning opportunities, 
and overall quality of life (Drew et al., 2016; El Ayadi et al., 2019; Pope et al., 2011). 

However, access to fistula treatment in Uganda, similar to other low-resource 
countries with high fistula burdens, is severely limited. In Uganda, an estimated 
114,000 women currently suffer from fistula with an additional 1,900 new cases 
annually (UBOS, 2018), yet due to the chronically underfunded and under- 
provisioned healthcare system, treatment capacity is only estimated at 1,670 cases 
per year (UBOS, 2018). Health facilities are plagued by a lack of infrastructure and 
equipment, essential drugs, and even basic supplies. Uganda also struggles with 
severe health worker shortages and an inadequate distribution of health workers, 
with the majority of health workers located in urban areas despite a predominantly 
rural population. Compounding this are the low wages—the major complaint during 
the national doctors’ strike—poor morale, inadequate training, and low-staff com- 
petence, all of which result in poor quality of care, which recent studies have shown 
is even more pronounced in rural health facilities (Kruk et al., 2016). 

In response to these healthcare deficiencies, Uganda turned to fistula surgical 
camps, which were initially promoted by international development agencies, 
including UNFPA, the African Medical and Research Foundation (AMREF), and 
the WHO, in Uganda and throughout sub-Saharan Africa as a short-term solution to 
deal with the huge backlog of patients while simultaneously building surgical 
capacity in countries most affected by obstetric fistula (Ramsey et al., 2007; 
Hancock & Collie, 2004). The two-week surgical camps are usually hosted at public 
hospitals and are offered several times a year at different locations throughout the 
country with either a foreign surgeon and/or one or more Ugandan surgeons. 
Promoted via radio announcements, it is common for 50 or more women to receive 
treatment during this two-week period, though sometimes many more women turn 
up, resulting in overcrowding, long surgical days that stress support staff at the hos- 
pital, and women being turned away when time or funding runs out (Ruder et al., 
2018). Routine treatment at referral hospitals has been introduced in Uganda, yet is 
still not available in most areas of the country. 
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While the majority of women who have undergone a successful surgical repair 
will remain continent, as many as 16-55% may experience residual incontinence 
post-fistula closure in the form of stress incontinence, urge incontinence, and 
increased urinary urgency and frequency (Murray et al., 2002; Wall et al., 2004). 
Clinical studies have reported risk factors for developing residual incontinence, 
which include urethral involvement, reduction in the size of the bladder, the size and 
location of the fistula, and the extent and severity of vaginal scarring (Browning, 
2006; Goh et al., 2008). Studies that describe women’s experiences with residual 
incontinence reveal that they experience a lower quality of life, continued mental 
health concerns, stigma, and lower levels of social support than women who are 
successfully repaired (Browning, 2012; Donnelly et al., 2015; El Ayadi et al., 2019; 
Pope et al., 2011; Wilson et al., 2016). 

Despite calls for more research, residual incontinence remains an underexplored 
and poorly tracked outcome of fistula treatment. In a recent review of current chal- 
lenges in the field of obstetric fistula, Rane et al. (2020) cite residual incontinence 
as one of the most pressing problems—one that is not well understood and for 
which there are no clear treatment solutions. This is due in part to the fact that fistula 
outcomes and surgical success rates are based on a clinical assessment convention- 
ally conducted at discharge, typically 14 days after the surgery. However, repair 
breakdowns and residual incontinence may occur up to six months or more after 
discharge, invalidating these results. Furthermore, for years, treatment success has 
been narrowly defined solely by the closure of the fistula defect. Thus, “success” 
rates may fail to provide an accurate account of whether the woman is actually dry 
following the surgery (versus closed fistula with residual incontinence), and they 
fail to capture long-term continence of the patient. Despite a call more than a decade 
ago for data on surgical outcomes based on both closure and continence, the litera- 
ture on fistula surgery remains plagued by the absence of clear definitions of “‘suc- 
cess” and “failure” following surgical treatment (Harrison et al., 2015; Wall & 
Arrowsmith, 2007). 

Quality follow-up care for patients could provide a more accurate assessment of 
long-term continence results, yet the majority of fistula treatment programs lack a 
systematic follow-up protocol (Morren et al., 2016). Additionally, few studies docu- 
ment follow-up care post-surgery, which many argue is too expensive and impracti- 
cal to be implemented given the local context—in which women often travel long 
distances from remote areas to receive treatment (Murray et al., 2002; Lewis & De 
Bernis, 2006). While the number of studies reporting on long-term follow-up is 
growing, the vast majority report fistula outcomes upon hospital discharge. To our 
knowledge, this study is the first to report both women’s and surgeons’ experiences 
with follow-up care, and to trace follow-up guidelines in fistula policy. 

When speaking of policy, we draw on Gilson (2012) who notes that health policy 
refers to the formal written documents, rules and guidelines created to promote and 
improve health. Policy making is often described as a multistep process, two essen- 
tial features of which are central here: (1) evaluation to assess effectiveness and any 
unforeseen outcomes; and (2) revision to make necessary adjustments to better 
achieve desired outcomes (Buse et al., 2005). This study reveals how these essential 
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steps are unattended to in fistula policy—to the detriment of women with residual 
incontinence. 


Methods 


This chapter draws on qualitative results from a community-led project with a 
Ugandan NGO that provides fistula treatment and reintegration services, including 
psychosocial counseling, safe motherhood and sexual health and reproductive rights 
education, and income generating skills training. This study was part of the first 
author’s larger dissertation study that utilized a mixed-method study design to 
investigate the experiences of women suffering from residual incontinence post- 
fistula closure (n = 36). We triangulated the findings with semi-structured, open- 
ended interviews with fistula surgeons—both Ugandan and international 
surgeons—who work or have worked in Uganda (n = 12).? 

Participants were recruited using purposive sampling (Bernard, 2006). Data col- 
lection took place between October 2017 and September 2018 in eastern and central 
Uganda, regions chosen due to the high volume of fistula treatment and the estab- 
lished community presence of the Ugandan NGO we collaborated with. Semi- 
structured interviews lasted an average of one hour and were conducted at the 
NGO’s office or at a local conference room reserved for privacy. The first author, a 
medical anthropologist and midwife, conducted the interviews with the assistance 
of local female translators who are also trained fistula counselors, familiar with the 
sensitive nature of fistula. Interviews were conducted in the participant’s native lan- 
guage, Ateso, Kumam, or Lugandan, and audio recorded with their permission, 
translated into English, and transcribed verbatim. Interviews with fistula surgeons 
lasted an average of one hour and were conducted in English at a location conve- 
nient to the surgeon or via Skype if the surgeon was out of the country. 

In order to situate the emergent themes of the findings, we conducted a desk 
review focused on the broader field of obstetric fistula policy. We searched unpub- 
lished (“grey”) literature (Google, organizational websites, Ugandan Ministry of 
Health (MoH) website). We were also able to locate hard copies of Ugandan MoH 
policy documents that are not available online, looking specifically for policy guide- 
lines for follow-up care post-fistula treatment. 

Collectively, we also drew on participant observation from extensive fieldwork 
on fistula research projects in Uganda, participation in Ugandan MoH and Fistula 
Technical Working Group (FTWG) meetings, and attendance at international global 
health and obstetric fistula conferences in order to situate fistula policy. 

Transcripts were coded and sorted into emerging themes using Nvivo 12.2. 
Analysis was conducted using modified grounded theory, an iterative method that 
requires a close interaction with the data in order to allow emic themes to emerge, 


? In order to respect confidentially, no identifying details on the surgeons are provided. 
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followed by theoretical construction based on the emergent themes (Charmaz, 
2006). Informed consent was obtained from all participants who enrolled in the 
study, with signature or thumbprint. The study protocol was approved by the 
Institutional Review Board at Oregon Health Sciences University, Oregon State 
University, Makerere University College of Health Sciences, and the Uganda 
National Council for Science and Technology. 


Obstetric Fistula Emerges as an International Priority 


Once virtually unknown, obstetric fistula emerged as an international priority in the 
early 2000s, following two decades of focus on maternal mortality and safe mother- 
hood. The United Nations Population Fund (UNFPA) was the first to champion the 
cause on the international stage with their “Campaign to End Fistula” in 2003. They 
drew in dozens of partners to the campaign, including large funders such as the 
Gates Foundation, corporate sponsors such as Virgin Atlantic, and celebrity spokes- 
persons such as British-American  singer-songwriter Natalie Imbruglia 
(UNFPA, 2008). 

In the early years, the campaign worked with countries to produce baseline needs 
assessments, and then offered financial and technical assistance to ministries of 
health to create new national guidelines and strategies to tackle fistula, and to estab- 
lish national technical working groups (UNFPA & EngenderHealth, 2003; UNFPA, 
2008). UNFPA continues to promote and raise funds for the campaign, including 
serving as the secretariat of the International Fistula Working Group, which coordi- 
nates global efforts to eliminate fistula (UNFPA, 2008). The Campaign to End 
Fistula has led to numerous UN resolutions on supporting efforts to end obstetric 
fistula (2007, 2010, and 2012) and resolutions on the intensification of efforts to end 
obstetric fistula (2014, 2016, 2018 & 2020) including the development of a global 
road map within a decade (UN, 2018). Their goal is to end fistula by 2030 (Anastasi 
et al., 2017). 


Fistula Policy in Uganda 


Obstetric fistula policy has been determined in large part over the years by interna- 
tional development agencies and funding organizations, such as international non- 
governmental organizations (INGOs). These agencies and organizations have 
provided millions of dollars in resources and focused international attention on the 
issue of obstetric fistula. In many cases, they have provided the only funding for 
fistula treatment in low-resource countries. These organizations have thus played a 
critical role in assisting national ministries of health in formulating individual 
country-level policies regarding fistula treatment. 
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This is certainly the case in Uganda, where for years international development 
agencies have worked alongside the Ugandan MoH to formulate a national fistula 
policy. While fistula treatment started in Uganda in the 1990s with a few dedicated 
international surgeons providing fistula surgery and training Ugandan surgeons, it 
was not until the 2000s that Uganda began to formulate fistula guidelines. Uganda 
was included in UNFPA’s initial nine country fistula assessment, conducted in 2002, 
the year prior to the UNFPA kick-off of their Campaign to End Fistula (UNFPA & 
EngenderHealth, 2003). Also in 2002, with funding and assistance from the UNFPA, 
the Ugandan MoH founded the Fistula Technical Working Group (FTWG). The 
FTWG is made up of a diverse group of stakeholders including MoH representa- 
tives, Ugandan fistula surgeons, international development partners such as UNFPA, 
the African Medical and Research Foundation (AMREF), EngenderHealth, and the 
WHO, and Ugandan civil society and NGOs (Creanga et al., 2008). The purpose of 
the FTWG is to coordinate fistula stakeholder activities and integrate fistula services 
into the maternal healthcare system. Before the group was established, there was no 
national oversight or coordination for fistula prevention and treatment in Uganda. 
The group has been instrumental in creating Uganda’s fistula policies, such as the 
Minimum Package for Conducting Fistula Camps (Ministry of Health, 2014) and 
the National Obstetric Fistula Strategy (Ministry of Health, 2011). 

Aside from establishing standards, guidelines, and protocols to guide the provi- 
sion of fistula services and “integrating fistula services into the Ugandan health 
system” the group reports its achievements as “building an information base for 
obstetric fistula, to better plan for and manage prevention, treatment, and reintegra- 
tion services,” which includes increasing the number of fistula questions on the 
Ugandan Demographic and Health Survey (a nationally representative household 
survey conducted every 5 years) from one to three, and beginning the process of 
integrating key fistula indicators into routine administrative data so that health facil- 
ities can regularly report on fistula cases (Fistula Care, 2013, p. 2). However, the 
group is plagued by a lack of resources and insufficient implementation support 
from the MoH, and despite their achievements, fistula strategies in Uganda remain 
poorly implemented and disjointed with specific deficits in “data systems, capacity 
building, clinical standards, and support by partners” (Ministry of Health, 2011, p. 7). 


In Search of Follow-up Protocols 


Surprisingly, an exhaustive search for follow-up care protocols revealed that follow- 
up care is rarely mentioned in international or Ugandan guidelines. In fact, accord- 
ing to the WHO, “once healed, [women] return to far-off villages in remote regions 
making follow-up impossible” (Lewis & De Bernis, 2006, p. 71). When follow-up 
care is included, instructions are often vague, such as in “The prevention and man- 
agement of obstetric fistula: A curriculum for nurses and midwives,’ which states 
that follow-up appointments should occur within 3 months and that nurses and mid- 
wives are to “ensure that the client has the necessary means and transportation to 
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come back for the visit” (emphasis added) (ECSA-HC, 2012, p. 220). Exactly how 
nurses and midwives are to “ensure” this unfunded mandate is not discussed. 

In Uganda’s national guidelines, follow-up care often falls under reintegration 
rather than clinical protocols and is relegated to NGOs and community organiza- 
tions. For example, Uganda’s Minimum Package for Conducting Fistula Camps 
(2014) states “NGOs can follow-up the patients at home at one, three and six months 
and one year after her return to her village” (p. 13). In Uganda’s National Training 
Guidelines (2012b) the responsibility for follow-up care is shifted to village health 
teams, counselors, and community representatives. No mention of reporting or 
referral mechanisms for follow-up care is made. As further evidence of the absence, 
the MoH Fistula Reporting Data Forms (2012), developed with development part- 
ners EngenderHealth, UNFPA, and AMREF, fail to include follow-up care or out- 
comes among the reportable data fields. 

Even a relatively recent report from Fistula Care and EngenderHealth (2013, 
p. 5), which celebrated Ugandan achievements and expected progress, and stated: 
“Health care providers must follow consistent approaches for prevention and treat- 
ment that are grounded in current medical knowledge and evidence,” failed to 
include follow-up care in their guidelines and protocols, despite outlining service 
standards and the importance of quality of care. 

The lack of specificity around follow-up care in international and national guide- 
lines comes despite the fact that the International Federation of Gynecologists and 
Obstetricians (FIGO) Global Competency-Based Fistula Surgery Training Manual 
from 2011 included specific competencies on follow-up care (FIGO, 2011). 
Likewise, the UN began calling for “careful” follow-up by December 2012, and has 
continued to do so in every subsequent declaration on obstetric fistula, including the 
2016 resolution which stated: “governments of countries affected by fistula should 
designate obstetric fistula as a nationally notifiable condition, triggering immediate 
reporting, tracking and follow-up” (UN, 2016, p. 11). 

We have observed that the lack of attention to follow-up care in policy docu- 
ments is also reflected in conference proceedings and meetings. For instance, the 
biannual International Conference of Obstetric Fistula Surgeons, which began in 
2007, has yet to highlight the issue. One notable exception was during the 2014 
conference in Kampala, Uganda when a well-respected surgeon took the floor to 
express his concerns about the lack of follow-up care and demanded to know “Who 
is paying for follow-up?” (October 2014, fieldnotes, first author). Similarly, at 
national meetings in Uganda, such as FTWG meetings, follow-up is seldom priori- 
tized, even when guidelines and quality of care strategies are discussed. In the fol- 
lowing sections, we share the results from semi-structured, open-ended interviews 
with women suffering from residual incontinence post-fistula closure and fistula 
surgeons. 
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Women’s Experiences with Fistula Follow-up Care 


This study offers a unique understanding of barriers to follow-up care because the 
women in our study were still leaking after their surgery and thus, were especially 
motivated to attend follow-up appointments. Women often returned multiple times 
for follow-up care and the majority, 83%, eventually received additional surgery. 
This corresponds with other studies on residual incontinence. For example, 
Browning and Menber (2008) found that women with residual incontinence symp- 
toms were twice as likely to return for follow-up than women free of symptoms. At 
first glance, the high rate of follow-up in this study appears to be a success; however, 
the in-depth interviews present a more troubling picture of women’s experience 
with follow-up care, which is closely tied with their experience of receiving an 
unclear diagnosis. 


Unclear Diagnosis 


The majority of the women who participated in this study were unaware that their 
fistula was actually closed and still spoke of themselves as having a fistula, as seen 
in the opening vignette. Here a 45-year-old woman who had eight prior surgeries 
explains, “When I was discharged on my last treatment, the doctors did not tell me 
that all my fistulas had been closed. Instead, I only knew it yesterday, when I was 
screened at the hospital.” 

Another woman who has had a total of five surgeries shared, 


The last surgery, the doctors did not tell me anything about why I was still leaking. In fact, 
I was so disappointed. Because after leaving [the regional hospital] and going to Mulago 
[the national referral hospital], I was thinking that I would come back when I was dry. I got 
so traumatised. Then after that, they even didn’t tell me what I should do. 


This finding corroborates our previous research findings, which show that women 
receive minimal information from medical personnel about their initial diagnosis of 
fistula (Ruder et al., 2018). The lack of clarity regarding their diagnosis was also a 
source of distress for the women in this study, and most reported that they were not 
given medical advice specific to residual incontinence. Very few women understood 
their fistula was closed and that the cause of the leaking was residual incontinence. 
Instead of clear medical advice and a diagnosis, the majority were told that maybe 
something could be done for them in the future; they should go home and wait for 
an announcement for another camp. This poor understanding of their medical con- 
dition led women to repeatedly seek out both follow-up care and additional 
treatment. 

Surgeons who participated in this study did take the time to explain the cause of 
the incontinence, using hand gestures and easy-to-understand descriptions such as 
“the fistula is closed, but the ‘brakes’ which hold in your urine have been damaged 
and are not working correctly.’ Women quickly understood this diagnosis was 
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different from a failed fistula repair. This simple explanation seemed to alleviate 
much of the suffering that resulted from the uncertainty they reported after repeated 
surgeries without improvement, as this woman shared after her screening: “I’m glad 
the doctor told me I don’t have a hole, it’s now the brakes, the muscles that are weak.” 


Barriers to Follow-up 


Both women participants and surgeons identified multiple barriers women experi- 
ence in receiving follow-up care. According to women, foremost amongst these 
were transportation costs. As this woman describes clearly: “I did not go back for 
review because I did not have any money for transport to the hospital.” While 
women are often reimbursed for transportation costs when they travel for a fistula 
camp, transportation costs for follow-up appointments are not typically reimbursed 
by donors. For woman with residual incontinence, they have already raised funds 
needed for the surgery.* Now, suffering from what they think of as a “failed sur- 
gery,” they must again raise funds to return for additional medical care. Additionally, 
to attend both the fistula camp and follow-up appointments, women often travel 
long distances on crowded public buses where it is difficult to conceal their inconti- 
nence, thus returning six weeks later is a significant burden. 

Tenacity and perseverance were common themes in this study however, as 
women overcame hardship and repeatedly sought additional care. Unfortunately, 
their stories also highlight the dysfunction with follow-up care in Uganda. A woman 
who suffered with residual incontinence for six years shared: 


So, the last time I was in hospital for surgery, the doctors advised me to do [Kegel] exercise 
for one month. He told me in the morning I should do it ten times, the holding of the mus- 
cles, then in the evening ten times. He told me to call them after one month, but when I 
called the sister [nurse], the contact number they had given me, she never picked up 
her phone. 


Kegel exercises are a standard treatment for some forms of residual incontinence, 
yet in many cases of severe residual incontinence post-fistula closure, prove insuf- 
ficient as treatment. 

Many women were simply told to return home and wait for a call to return for 
additional treatment, which despite their extreme patience—sometimes after wait- 
ing years—never came. Others described poor continuity of care; these women 
returned to the hospital where they were treated during a fistula camp, only to find 
that the doctors who conducted their surgery were no longer there. Instead they 
found junior doctors or clinical officers who were unable to explain to the women 
why they were still leaking or what course of action they should take. These women 
were frustrated and often lost hope because of this experience. 


3Even when surgical costs are covered by a donor, women typically need money for food and 
upkeep at the hospital, and for the family member who has accompanied them. 
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Surgeon’s Perspectives on Follow-up 


According to surgeons who participated in this study, the standard of practice in 
Uganda is to recommend a follow-up appointment six weeks post-surgery, though 
as stated above, unlike fistula treatment, follow-up is not a donor-funded activity. 
Surgeons report that they routinely ask women treated for fistula to return for fol- 
low-up appointments; however, most do not return. They pointed to several struc- 
tural barriers that impede follow-up visits, including transportation costs, long 
distances to the hospital, and difficulty missing work or leaving children to attend 
the appointment. As one surgeon explained, 


They don’t have money for transport and that is the limiting factor. If there is a way they can 
be supported with funds to return for [follow-up], they will come back. But the limiting 
factor, even to come for care, the biggest limiting factor is transport. 


Another surgeon said succinctly, “The biggest challenge is poverty. Poverty. 
They don’t have the means and they don’t have the support from their family. They 
have been sick, they have not been earning any income.” 

In addition to these barriers, Ugandan doctors also blamed a lack of perceived 
value around follow-up care in “Ugandan culture,” especially for women who are 
dry after treatment. As one surgeon explained, “And then there’s the culture of fol- 
low-up in my society. The culture is—‘I feel m okay, why should I go [for follow- 
up]?’ For as long as somebody feels okay, they don’t see the need to come to the 
hospital.” Despite these challenges, the surgeons in this study agreed that follow-up 
care is important because it has the potential to capture critical health indicators, 
such as residual incontinence, fertility, sexual function, mental health, and quality 
of life after fistula repair. According to one senior surgeon, 


We need to follow-up women after fistula repair. It could be three months or six months. 
The reason is, some of the ladies are discharged when they are dry and they go home. In 
some cases, you never hear from them again. So surely you cannot know if they are still dry 
after three, four, or six months. Some of them get pregnant again and we don’t even know 
how they delivered. Did they go hospital, did the fistula recur? So, follow-up is a key com- 
ponent after repair. 


Tracking Residual Incontinence 


A greater understanding of the scope of residual incontinence can only be achieved 
with accurate and thorough evaluation and documentation of surgical outcomes, 
including long-term outcomes. Yet, despite efforts from the MoH and partners to 
improve reporting, apparent in the Uganda MoH Fistula Reporting Data Forms 
(2012a), this information is not available. According to the Ugandan National 
Obstetric Fistula Strategy (Ministry of Health, 2011), 


Currently, there is no standard reliable data system for obstetric fistula whether from facili- 
ties or Population based. The lack of accurate data on the prevalence, incidence and 
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outcomes of repair regarding obstetric fistula is a challenge to informed decisions on sup- 
port interventions for policy, planning and programming (p. 18). 


Ugandan surgeons, when questioned about the prevalence of residual inconti- 
nence, agreed that nuanced tracking of patient outcomes is not standard practice in 
Uganda despite its obvious benefits. As one surgeon stated, “Well, I couldn’t give 
you figures on that, because we haven’t consistently followed that up. We don’t have 
that data, and we wouldn’t be routinely documenting that. That information is 
missing.” 

Clinical data is collected during fistula treatment camps and at hospitals, then 
reported to funding agencies, yet these metrics often focus on the numbers of 
women who received surgery, failing to capture the full range of surgical outcomes. 
According to one surgeon, 


Donors ask, ‘How many fistulas did you do last year? How many women did you reach out 
to? How many operations did you do?’ That’s what they’re interested in. ‘Oh, you did 300 
last year, okay. We can fund that.’ 


Another surgeon was even more critical of fistula metrics, 


The metrics are fudgeable, they’re easily manipulated. I think most of the time the metrics 
are reported as the number of surgical operations carried out at a particular camp, or over 
the course of year. People want to see large numbers, with high success rates. So, the suc- 
cess rates are also fudgeable, if you will. Traditionally people simply talked about fistula 
closure rates that were successful. So, if the fistula was closed, that was a success, even if 
the urethra was broken and the patient was as wet after surgery as she was before. So, 
there’s not a lot of transparency. There’s not a lot of rigor in any of this data. It’s really 
quite soft. 


The role of follow-up care in helping to identify and track long-term continence 
also emerged in interviews with women who left the hospital dry, yet later started 
leaking, as this woman’s story illustrates: 


I was expecting to get healed from fistula. And true, the day I was discharged, I was really 
completely dry. I went home dry. But when I reached home, it was after six months that I 
started seeing leakage of urine. Every day it became worse, until now it is just like before 
treatment. 


Another woman who had two previous surgeries shared a similar experience: 


At my follow-up appointment, they confirmed I still had a fistula. So, I was admitted and 
they operated on me again. After two weeks I was discharged and I was dry. I went home 
dry and for the first two days I remained dry. On the third day, I started leaking again. 


Despite their current incontinent status, the fact that these women left the hospi- 
tal dry undoubtedly means that their cases were counted as a “success.” Without 
follow-up care and corresponding tracking mechanisms, their poor outcomes were 
never reported. 

Several doctors offered suggestions to rectify the inconsistencies with, or neglect 
of, follow-up care, such as additional funds specifically earmarked for follow-up or 
community-based follow-up care. However, other surgeons were more critical in 
their assessment, claiming that the lack of follow-up care actually serves donors by 
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maintaining higher success rates for fistula surgery than would be reported with 
improved adherence to follow-up care. According to one surgeon, the paucity of 
resources and emphasis devoted to follow-up care is directly linked to the fact that 
“follow-up doesn’t appeal to donors.” He argued that a careful counting of women 
with residual incontinence would force donors to acknowledge “partially failed 
surgeries.” 


Failure of Policy or Priority? Making Sense of the Neglect 
of Follow-up 


Women’s stories of residual incontinence are stories no one wants to hear as they 
complicate and make messy the dominant narrative humanitarian organizations and 
international donor agencies have popularized. Their stories expose the barriers and 
challenges women face in seeking quality diagnoses and care when they suffer from 
complications following obstetric fistula surgery. Likewise, surgeons shared their 
stories and insights into the challenges with tracking residual incontinence and the 
dynamics that allow poor follow-up to occur. We did not include donor agencies as 
participants in this study, and as such, we know little about their perspectives on 
follow-up care nor their funding motivations. Nonetheless, it is clear that a strong 
commitment to follow-up care is lacking. 

What is assumed to matter to international funders are the number of women 
“successfully” treated. These numbers bolster donors’ goals and serve as a cause for 
celebration on multiple websites where organizations proudly tally the number of 
women saved from a life of misery (see Heller, 2018). These achievements are then 
used to raise funds for more surgeries. Fistula funding depends on this narrative of 
fistula as highly curable (Del Vecchio Good et al., 1990), thus the message of hope 
is central to building and maintaining funding streams to finance fistula program- 
ming. These are complex ethics—international funding for obstetric fistula pro- 
grams is critical as programs are not financed by national governments nor are they 
sustainable without continued input from foreign donors. As such, it is easy to 
empathize with the need to create a compelling story. 

Yet, an unintended consequence of this compelling narrative of success is its 
power to obscure and silence the experience of women who are not cured; women 
with residual incontinence are systematically omitted from this narrative. Fistula 
policies do little to counter this narrative. Findings reveal follow-up policies that are 
vague, absent, and/or unfunded, and thus, not adhered to. Evaluation and revision, 
essential steps in policy making, and translation of policy into action, all appear to 
be missing (Buse et al., 2005; Janes & Corbett, 2009). Results of our study also 
illuminate the toll failures in clinical assessment of fistula outcomes, data collec- 
tion, and follow-up care exact on women who are on the receiving end of policies 
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that “exact a type of violence of erasure” (Adams, 2016, p. 226). This violence 
shapes not only their treatment experience, but also determines what problems go 
unheard, and which potential solutions are left unexplored. This is evident in the 
dearth of attention, resources, research, and alternative treatment options dedicated 
to residual incontinence. Women in this study were offered either additional sur- 
gery, which has a diminishing likelihood of success with each attempt due to the 
build-up of scar tissue, or taught to do Kegel exercises, which, given the extreme 
incontinence many of the women experienced, seemed wildly insufficient. Doctors 
were also frustrated and discontented with the options available to treat these women. 

Ultimately, the solution involves challenging overly simplistic fistula narratives 
and the reductive representations of obstetric fistula outcomes they promote. Well- 
funded fistula policies that seek to provide an accurate and comprehensive account 
of treatment that also include poor outcomes are needed. Rajkotia (2018) provides 
insight here, arguing that within the global health community there is intense pres- 
sure to report favorable data—so favorable in fact, it may be too good to be true. 
Surgeons in this study corroborated Rajkotia’s argument as they shared their experi- 
ences dealing with donors who are predominantly concerned with the number of 
women treated rather than long-term follow-up or wellbeing. Follow-up care 
remains an unfunded policy precisely because it has the potential to complicate the 
narrative of success. Rajkotia also warns that succumbing to the “success cartel” 
can stifle innovation and progress in global health (2018, p. 1). 

Innovation is precisely what is needed to address the pain and suffering associ- 
ated with residual incontinence. Specifically, there is a need for innovative and 
context-specific treatment methods that attend to the unique characteristics of resid- 
ual incontinence post-fistula closure. Both conservative and surgical options need to 
be explored. Long-term follow-up and accurate assessment of outcomes are critical 
to these efforts. It is encouraging that several studies have addressed the problem of 
lack of follow-up, employing not-so-novel strategies such as transportation reim- 
bursement, follow-up via mobile phone, and provision of incentives (Browning & 
Menber, 2008; Delamou et al., 2015; Donnelly et al., 2015; Drew et al., 2016; El 
Ayadi et al., 2019; Maulet et al., 2013; Nielsen et al., 2009; Ouedraogo et al., 2018). 
For example, Barone and colleagues achieved a follow-up adherence of 96% at 
3 months by offering transportation reimbursement and small appreciation gifts. 
These studies show that follow-up is both feasible and critical to furthering our 
understanding of long-term continence, comorbidities, mental health, and social 
reintegration after fistula treatment. By amplifying women’s voices and relaying 
their experiences to a wider community, our findings provide evidence upon which 
to build innovative protocols that will improve care for women suffering from fis- 
tula and encourage policies at the donor and national level that take into account a 
long-term, holistic view of health and continence (Barone et al., 2012; Delamou 
et al., 2016; UN, 2020). 
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Introduction 


Misoprostol has been hailed as a revolution for maternal health globally because of 
its potential to reduce mortality and morbidity from post-partum haemorrhage and 
unsafe abortion (Potts, 2006), providing relatively safe and discreet termination of 
pregnancy (Winikoff & Sheldon, 2012). Since 2005, the World Health Organization 
(WHO) has recognized misoprostol as a lifesaving drug and recommended that it be 
included on the list of essential medicines, although only ‘where permitted under 
national law and culturally acceptable’? (World Health Organization, 2006). 
Advocates of safe abortion services, however, fought for its inclusion in the treat- 
ment of post-partum haemorrhage in countries with restrictive abortion laws, with 
the expectation that once it is in the health system, women will be able to access it 
and thereby avoid harmful abortion procedures (Fernandez et al., 2009; 
Hofmeyr, 2012). 

A recent report examining the safety of abortion globally suggests that clandes- 
tine abortion in legally restrictive settings is becoming relatively safer as misopros- 
tol replaces harmful methods (Singh et al., 2018). However, we know little about 
how women actually use misoprostol to induce abortion. This chapter addresses this 
knowledge gap by examining how misoprostol is acquired and used by women, 
drug vendors and healthcare workers to manage unwanted pregnancy in 
Ouagadougou, the capital of Burkina Faso in West Africa. Previous studies have 
shown that privileged individuals are able to circumvent Burkina Faso’s restrictive 
abortion law by resorting to private clinics that offer clandestine abortions (Storeng 
& Ouattara, 2014). Misoprostol is marketed in pharmacies and drug stores, enabling 
women to avoid clinics altogether and access the drug in secrecy (Moland et al., 
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2018). This chapter shows how the uses of misoprostol to induce abortion depend 
less on the formal policies designed to regulate its use than on women’s ‘informal’ 
use of the drug. 

I analyse how misoprostol circulates outside Ouagadougou’s formal healthcare 
system as a form of ‘pharmaceutical diversion’. Ann Lovell defines pharmaceutical 
diversion as a process that connects formal healthcare providers and pharmacists 
with networks of individuals who ‘diffuse the product and knowledge about it’ 
beyond the clinic (Lovell, 2006, p.156). Thus, the chapter focuses on the micro- 
level of the everyday practices of individuals who seek to acquire, circulate and use 
diverted pharmaceuticals outside their formal regulated circuits, uses and applica- 
tions. Similarly, women’s uses of misoprostol can be conceptualized as what 
Childerhose and MacDonald (2013) call ‘domestication’ — how consumers create 
new uses for biomedical goods, including drugs and devices that were never 
intended by manufacturers or regulators and are not overseen by professionals. The 
notion of domestication has particular relevance for how consumers bring biomedi- 
cal goods into their homes for reasons of privacy and personal agency, in the sense 
of the ability to influence one’s life by acting independently (Mortimer & Shanahan, 
2003). This research also reveals the critical role of intermediaries in the process of 
pharmaceutical diversion and domestication, which often creates inequalities in 
access to misoprostol, complicating the narrative of misoprostol as a therapeutic 
revolution in the prevention of unsafe abortion. This study reminds us that access to 
misoprostol varies across settings, and while relatively safer than clandestine forms 
of unsafe abortion, may also be marked by pre-existing social and economic con- 
straints, vulnerabilities and inequities. Therefore, misoprostol is a drug that illus- 
trates and confirms that drugs have a social life. The notion that medicines have a 
social life is well established in medical anthropology, referring to the fact that 
medicines are more than their chemical properties and effects in the body; the way 
they are produced, tested, circulated, used and made meaningful is always shaped 
by their social and cultural contexts (Van der Geest & Whyte, 1989; Whyte 
et al., 2002). 


The Social, Legal and Policy Context of Misoprostol 
in Ouagadougou, Burkina Faso 


In 2008, it was estimated that one-third of all pregnancies among women aged 
15—49 years in Burkina Faso were unintended. One-third of these unintended preg- 
nancies ended in abortions (Bankole et al., 2014). The incidence of abortion for 
women of reproductive age in Burkina Faso was estimated at 25/1000 in 2012 
(Bankole et al., 2014). That rate is comparable to the level observed in 2008 for the 
West Africa sub-region (28 per 1000 women aged 15—44 years) (ibid). 

In Burkina Faso, induced abortion is socially stigmatized (Drabo, 2013) and 
legally restricted to cases of rape, incest, foetal malformation or endangerment to 
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the woman’s life. According to Burkina Faso’s penal code, inducing abortion is 
punishable by up to 5 years of imprisonment and a fine and, in the case of a wom- 
an’s death, up to 12 years for a person helping a woman to abort (La voix du Juriste, 
2013). Due to the legal restrictions, most women seeking abortion resort to unsafe 
means to terminate their pregnancy, at significant risk to their health. It is estimated 
that half of women who induce their abortions alone experience complications, 
compared with about 2 in 10 women who go to healthcare providers performing 
illegal abortion (Bankole et al., 2014). The safety of abortion in this context depends 
on women’s social and economic status and the differences between rural and urban 
areas in terms of cost, accessibility and safety (Bankole et al., 2014). Overall, safe 
abortion! methods are relatively inaccessible throughout Burkina Faso, especially 
for rural women (ibid). Ninety-seven percent of abortions performed in rural areas 
are unsafe and poor women in rural areas typically experience the most significant 
health risks. Seven in 10 women living in rural areas end their pregnancies them- 
selves or use traditional practitioners who are perceived to be discreet. 

The government response to unsafe abortion has been limited to implementing a 
Post-Abortion Care (PAC) policy to treat complications (Ouattara & Storeng, 2014; 
Storeng & Ouattara, 2014). A range of technological options, including emergency 
contraception, vacuum aspiration and medical abortion, are used to treat incomplete 
abortion and prevent unwanted pregnancy in Burkina Faso. Manual vacuum aspira- 
tion (MVA) and misoprostol were introduced in the care policy in 1998 and 2014, 
respectively. In urban areas, private or clinic-based doctors or other healthcare pro- 
viders, such as midwives and auxiliary midwives, often carry out abortions illegally. 
Though more costly than those offered by traditional providers, these procedures, 
including MVA or misoprostol, are considered relatively safe compared to other 
methods such as the insertion of sticks or sharp objects into the vagina, the con- 
sumption or vaginal application of kola, abortifacients like herbal tea, potions and 
high doses of drugs like anti-malarials, or bleach (Bankole et al., 2014). 


Field Site and Methods 


My fieldwork focused on Ouagadougou, a city of 2.7 million (CWF, 2018), which 
is also Burkina Faso’s capital and its administrative and economic centre. In 
Ouagadougou, women can access abortion care in the public sector only in the cir- 
cumstances stipulated by law (incest, rape, foetal malformation, health of the 
mother). However, PAC services are offered in secondary and tertiary healthcare 
facilities, some primary healthcare facilities in the public sector and in private-care 


'WHO classifies abortion as safe if it takes place using a safe method and is done by an appropri- 
ately trained provider. Less-safe abortions include those done by a trained provider but using an 
outdated method, and self-induced abortions using a relatively safe method (e.g., misoprostol); 
least-safe abortions are those done by an untrained person (a provider or the woman herself) using 
a dangerous method. Both ‘less’ and ‘least’ safe abortions are considered unsafe. 
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facilities (Bodart et al., 2001). Misoprostol can be purchased to treat incomplete 
abortion and manage post-partum haemorrhage in the city’s hundreds of pharmacies 
(Ministry of Health of Burkina Faso, 2014). Misoprostol also circulates outside the 
official framework in Ouagadougou, and it is often referred to locally as the ‘abor- 
tion drug’. 

Building on previous experience studying maternal mortality and PAC in Burkina 
Faso’s health sector (Drabo, 2013; Storeng et al., 2013), two periods of ethnographic 
fieldwork were undertaken between 2015 and 2017 in the city of Ouagadougou. The 
fieldwork was conducted in the framework of my PhD research focused on the use 
of contraceptives and abortion drugs. During the first period (October to December 
2015), I focused on healthcare professionals’ use of misoprostol in nine health facil- 
ities, including two University Hospital Centres, four primary healthcare centres, 
one private medical centre and two private primary care centres. I conducted inter- 
views or had informal discussions with 22 healthcare workers, including gynaecolo- 
gists, midwives and auxiliary midwives working in maternity care units. 

In the second period of fieldwork (March 2016 and February 2017), I focused on 
women’s perspectives and experiences in seeking out an abortion, including medi- 
cal abortion using misoprostol. I conducted participant observation in streets and 
market places, interacting regularly with various women and drug vendors. I 
observed pubs and the streets of Kwame Nkrumah, a main thoroughfare with many 
hotels, restaurants, pubs frequented by men and women who work as waitresses or 
sex workers, often referred to collectively as ‘les filles de nuits’ (girls of the night). 
These observations allowed me to start conversations around the issue of abortion 
and to negotiate in-depth interviews with some of the women, who, because of their 
work, are at risk of unintended pregnancy, abortion and their consequences (Drabo, 
2019; Weldegebreal et al., 2015). 

To understand the context of drug sales and the interactions between drug sellers 
and consumers, I conducted observations and informal discussions with street drug 
vendors by spending time with them in their market place. During events like movie 
festivals (FESPACO), the public authorities officially establish a merchant street 
where traders come to expose their products. Drug vendors participate in these 
activities by showing and selling their products for 1 week. I stayed in the store of 
one of the drug vendors who was selling non-western contraceptive methods and 
other drugs purchased by women. The long hours spent waiting there (3—6 h) gave 
me the opportunity to have discussions with both the drug vendor and some of his 
clients (see also Drabo, 2019). 

In addition to participant observation, I conducted in-depth interviews with 46 
women (in the context of my broader PhD research project) about their reproductive 
trajectories, perceptions and practices of contraceptive methods and abortion drugs 
and the decision-making processes and networks involved in the procurement of 
misoprostol. Healthcare workers assisted me in identifying women who had sought 
family planning and PAC and were willing to participate. I used my social networks 
to identify other participants from the general population. This strategy consisted of 
asking women who were closer to me (neighbours, former classmates and friends) 
and who agreed to participate in the study. Subsequently, I relied on these women to 
access other women (friends of friends) who were also willing to participate in the 
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study. Of the 46 women I interviewed, 16 reported that they had undergone induced 
abortions in the past. These 16 interviews form the basis of the analysis in this 
paper. Among this group, nine were single women, four were cohabiting with a 
man, two were married and one was widowed. Seven of these women were working 
as servers in a pub, three were students, three were petty traders, one was a maid, 
one a housewife and one a public servant. Five of the women in this group had had 
more than one abortion. Together, these sixteen women had 23 abortions between 
2010 and 2017. Ten of them reported using misoprostol to terminate one or more 
pregnancy. The other methods women used to terminate their pregnancy included 
MVA, potassium permanganate, Chinese pills and a recipe made with a plant (see 
also Drabo, 2019). 


Data Analysis and Ethical Issues 


I conducted interviews in French, Mooré or Dioula depending on participants’ pref- 
erences (I speak these three languages fluently). Most interviews were tape-recorded 
(with the exception of three people who were more comfortable with note-taking) 
and transcribed verbatim. Interviews lasted between 20 min and 1 h and 30 min. A 
research assistant transcribed the interviews and those recorded in Mooré or Dioula 
were translated into French. I did the final editing, checking all the transcripts to 
ensure accurate transcription and translation. I identified recurrent themes from 
interview transcripts and observational notes and analysed the texts based on the 
research question, which was focused on the use of misoprostol. 

Quotes used in this chapter to illustrate the findings have been translated from 
French to English. I obtained ethical approval for the study from the Ethical 
Committee of Burkina Faso and the Norwegian Centre for Research Data. Informed 
consent forms were read aloud to the research participants, who provided verbal 
consent; verbal consent was also the most suitable because of the topic’s sensitivity 
for healthcare providers, drug vendors and women. In addition to receiving informed 
consent, I assured my participants of my good intentions. For example, I made 
women understand “my goal is not to judge but to understand’. This attitude allowed 
me to establish a climate of trust with participants to make them feel comfortable 
talking about their reproductive life experiences. I told all participants they could 
withdraw from the study at any time or choose not to participate in the study. The 
names of participants cited in the quotes are pseudonyms (see also Drabo, 2019). 


How Health Providers and Drug Vendors Circumvent 
the Regulation of Misoprostol 


There are mechanisms in place in health facilities to prevent misoprostol from being 
used outside the legal framework for its uses. Interviews with healthcare providers 
indicate only gynaecologists are authorized to prescribe misoprostol. In the medical 
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centre and hospital, midwives are supposed to use it only under the supervision of a 
gynaecologist in the treatment of incomplete abortion and in the management of 
post-partum haemorrhage. In primary healthcare centres, only specially trained 
midwives are allowed to prescribe misoprostol without the advice of a doctor, and 
only for PAC. In practice, however, auxiliary midwives often prescribe and use it 
under the guidance of a midwife. Thus, gynaecologists, midwives and auxiliary 
midwives are involved in the management of misoprostol depending on the circum- 
stances of care delivery. Furthermore, pharmacists and drug vendors explained 
that they are required by the Ministry of Health to write down the name of the health 
facility purchasing the drug, the date and the quantity of the product being pur- 
chased, as well as the name and the telephone number of the prescriber and the 
buyer. These restrictions are intended to avoid misoprostol being re-directed for 
induced abortion. 

In addition to official regulations, health workers involved in the management of 
the drug in PAC take extra precautions to prevent patients from accessing misopro- 
stol and using it to induce abortion. For example, some healthcare providers confis- 
cate the remaining misoprostol tablets after PAC. A midwife in a district hospital 
explained: ‘We tell them, for example, after prescribing that we cannot leave them 
with the rest of the product because they can be used to cause an abortion’. Despite 
regulations that aim to restrict the use of misoprostol to induce abortion, social and 
institutional factors enable its availability in the health system and individuals’ 
access to it. First, misoprostol has been on the list of essential medicines for clinical 
use since 2014. Second, there are international and national NGOs working within 
the field of reproductive health who make misoprostol available in their private clin- 
ics and in some public health facilities claiming that they need it for PAC. Task 
shifting in care delivery allows midwives or auxiliary midwives to perform some of 
the therapeutic acts that are, on paper, restricted to gynaecologists. As a conse- 
quence, most of the healthcare providers working in maternity care units are able to 
acquire misoprostol and may use it to induce abortions. As a midwife working at the 
hospital explained: “We used it for PAC, but there are people who use it to do abor- 
tions too. It happens, we have colleagues who do it and I will not give a name’. 

In pubs, I observed that some sex workers and servers act as intermediaries 
between health workers providing abortion services clandestinely and women seek- 
ing abortion. Such links are sometimes established during sex workers’ health visits 
and are mutually beneficial in providing sex workers with access to abortions and 
health workers’ access to more clients in need of abortion services. For example, 
during one of my visits to a pub in Ouagadougou, I met Severine, a 20-year-old 
woman, who worked as server in the pub and also as a sex worker on the side. 
Severine told me that a male friend of hers who is a nurse gave her misoprostol 
tablets for free when she had an unwanted pregnancy and encouraged her to bring 
other girls who would need abortions to him. 

The permissiveness of the drug distribution system in Burkina Faso, which 
allows individuals to access drugs without showing a prescription, generates condi- 
tions that permit illegal abortion (Ouedraogo, 2015). Like many other drugs in low- 
resource settings, misoprostol circulates as a commodity that can be sold and 
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purchased informally (Van der Geest & Whyte, 1989). Drug vendors play an impor- 
tant role in the illicit distribution of misoprostol, for example, by circumventing the 
rule to report information about the prescriber and the buyer of misoprostol. A drug 
vendor in a private pharmacy stated that he sometimes registers fake information in 
the drug sales record: 


Often it is necessary to have a little imagination: you need the name of a recognized district 
hospital, it is very easy to write in the notebook. You put a doctor’s name that we will never 
be checked and you write the product and the name of a fake buyer with wrong mobile 
number and the product is sold. 


The same drug vendor explained that circumventing regulations is relatively 
straightforward; in 21 years of service, he has never been visited by an inspector. 
Social ties between drug vendors in pharmacies and healthcare workers can also 
facilitate women’s access to misoprostol without a prescription. For example, one 
healthcare provider who admitted that he offers abortion services at his house 
explained how he procures misoprostol: ‘As I am a health professional, I go with 
prescriptions to buy. I also know a lot of pharmacists who help me sometimes’. 

These examples show the critical importance of intermediaries (health workers, 
drug sellers, sex workers, friends, etc.) in misoprostol access, though not all women 
depend on intermediaries to access misoprostol. Some women access misoprostol 
directly by going to a pharmacy; however, this requires tact and a certain ability to 
negotiate directly with drug vendors, as well as strong social networks or what 
Ouedraogo terms an ‘abortion managing group’ (Ouedraogo, 2015): all the indi- 
viduals mobilized and involved in the abortion process (seeking out information, 
individuals, places or products that can assist in providing moral and financial sup- 
port). In Ouagadougou, drug vendors in pharmacies, health workers and sex work- 
ers are among the actors involved in the networks that enable women to access 
misoprostol. These networks are often characterized by interactions that disappear 
once misoprostol is accessed. Later on, people involved in the process can contact 
each other again if the need for an abortion is expressed. 

By ignoring the official requirement for a prescription and selling it off-label, 
drug vendors and health workers can be said to domesticate misoprostol. This 
domestication involves the diversion of misoprostol for illegal abortion, contrary to 
the official status assigned to it by Burkina Faso’s health policies, and its sale as a 
commodity that has a negotiable price. These practices are encouraged by women’s 
demands for clandestine abortions and give power to drug vendors and health work- 
ers, who can decide who can access the drug according to their rules and logics. 


Intermediaries’ Motivations 


Some health workers helping a woman to get an abortion take the position that 
doing so is a matter of the woman’s right to health, since doing so can help her avoid 
the serious social and health consequences of an unwanted pregnancy, whether the 
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consequences of an unsafe abortion or the abandonment of children at birth. For 
example, one male midwife, who performs abortion illegally, said: 


We have to help. They are women who come to give birth, they tell you vis-a-vis that the 
guy refused paternity. Sometimes they do not even know the person who is responsible for 
their pregnancy since they have dealt with two or three people. Some of them will tell you 
that they were raped. I tell myself that these people need help. There are also some other 
women who are ashamed because they have a little child. When all these women do not 
want pregnancy they take odd products to abort and then after they will face many compli- 
cations. Those who decide to keep the pregnancy will give birth and throw away the baby. 


Despite having declared their attitude to help people, individuals who sell misopro- 
stol or practice abortion will do so following some conditions. For example, a drug 
vendor explained that he and his colleagues prefer requests from women who 
explain verbally that they need misoprostol, rather than someone who simply holds 
a piece of paper on which the name of the product is mentioned. In the latter case, 
drug vendors feel that they should not sell the product because of safety concerns: 
“you will see some people who arrive with just a simple piece of paper where it is 
written misoprostol. You can feel he does not even know what kind of product he is 
buying. If you give it to them, they may misuse it. So, to avoid problems we refuse 
to sell’. As for health workers who practice abortion, like the one I met, he helps 
only people referred to him through his social network; the ‘client’ has to come 
through someone he already knows, otherwise she is rejected. 

Although misoprostol circulates beyond the clinic and the control of health 
workers, accessing it is thus not a given and requires negotiation. While health 
workers and drug vendors may be motivated to provide misoprostol for women on 
altruistic grounds, others judge the women’s need and ability to pay before setting a 
price or other terms of exchange. In short, buying misoprostol tablets is not just an 
economic transaction but also a complex process of networks and negotiation, 
which often involves vendors exerting power over the terms of access to the product. 


Pharmaceutical Diversion of Misoprostol by Women 


Pharmaceutical (drug) diversion refers to the transfer of any legally prescribed con- 
trolled substance from the individual for whom it was prescribed to another person 
for any illicit use (Berge et al., 2012; Lovell, 2006). By using this notion, I refer to 
the way misoprostol, which is meant to be used for official indications such as PAC 
and the treatment of post-partum haemorrhage, is rather used for acts such as illegal 
abortions. Through the channel of friends and relatives, drug vendors and healthcare 
workers, women are able to access misoprostol to induce abortion. Despite the fact 
that it allows for self-induced abortion, the involvement of abortion providers seems 
important because they appear as ‘skilled’ players regarding the use of the drug. 
Moreover, the involvement of abortion providers in some cases has changed wom- 
en’s access to illegal-induced abortion because it allows abortion providers to per- 
form abortion discreetly (Drabo, 2019). As 23-year-old Awa explained: 
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My boyfriend contacted a doctor who gave us an appointment in front of a guest house. My 
boyfriend paid for the room and then waited outside. I went inside with the doctor who put 
some white pill inside me...After that I did not see him again. When I arrived home, I 
started bleeding a bit and it came out. 


This example shows how misoprostol enables clandestine abortion providers to 
work discreetly, by removing the procedure from the healthcare setting where pro- 
viders may risk prosecution if complications occur. Thus, both women and abortion 
providers benefit from the discretion misoprostol allows. 

In addition to meeting the need for discretion, misoprostol also changes the cost 
of illegal abortion services. Women report that abortion with misoprostol was rela- 
tively affordable, around 8000 XOF (1 USD approximatively equal 580 XOF), 
compared to abortion induced illegally by MVA, which can cost around 25,000 
XOF. Furthermore, the price of misoprostol varies depending on how the product is 
accessed. It is relatively cheaper when women procure it to have a self-induced 
abortion than when they pass through a health worker. In the latter case, it is the 
price of abortion that is fixed and not that of the drug. As one informant told me, “The 
price of abortion varies between 25,000 XOF to 200,000 XOF. Last time I was deal- 
ing with a former minister. I asked him to pay 200,000 XOF. In addition, with the 
population it varies from 25,000 XOF to 100,000 XOF’. 

The variation of the price of an abortion, which is fixed by the abortion provider 
based on individual financial resources, suggests that people getting involved in 
illegal activities like abortion (by asking for the support of abortion providers) could 
render them susceptible to extortion. Accounts of individuals involved in the provi- 
sion of abortion services show that although some abortion providers claim to ‘help’ 
women, abortion services always come at a price. Misoprostol establishes what 
Fiske has called an ‘instrumental relationship’ (Fiske, 1992) between drug vendors, 
healthcare providers and women (with their supportive person), meaning a relation- 
ship characterized by mercantile interest between people involved in a social inter- 
action. This gives rise to negotiation between those who need and those who 
distribute misoprostol in which the price of the product is adjusted according to the 
characteristics of the purchaser. For example, the price may be lower or easily nego- 
tiated if the purchaser knows the provider or is introduced to them through a friend. 
Some women I spoke with accessed misoprostol without paying anything because 
their acquaintances gave them the drug for free, such as 35-year-old Diane, whose 
partner of 17 years is the father of her two children. After she announced her third 
pregnancy, her partner asked her to have an abortion and threatened to leave her if 
she kept the pregnancy. Diane decided to contact one of her friends, a medical doc- 
tor, to get misoprostol, who gave it to her free of charge. As she explained: 


When I had my problem, I got the product for free. A friend helped me to get it from another 
friend. He did not buy it either because they are both health professionals and they mutually 
support each other. The other could not refuse because he knows that one day he may also 
need help (not only abortion) from my friend. 


In addition to receiving misoprostol free of charge from friends in the medical sys- 
tem, women described how they obtained misoprostol from female friends or 
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relatives who had used it to self-induce abortion. These female friends or relatives 
gave the remaining pills from the packet they purchased as a gift. One woman con- 
fided that though she never had an abortion, her cousin gave her some misoprostol 
tablets in case she would need it one day. She interrupted the interview to go get the 
tablets and showed me a blister pack with six tablets missing. 

As a gift, misoprostol reinforces the bonds of solidarity, friendship and kinship 
between women (Gregory, 1982), and means that one woman’s abortion can allow 
that of another woman. Such informal exchanges highlight the agency of women 
and their role in ‘domesticating’ misoprostol (that is, how they create a use for the 
drug that was not intended by regulators) and disrupting the supply chain of miso- 
prostol ordinarily controlled by healthcare workers and drug vendors. This concept 
of domestication (Childerhose & MacDonald, 2013) emphasizes agency and 
resourcefulness in the adaptation of technology for one’s own ends. However, this 
adaptation ability is not the case for all women who seek to access misoprostol 
though informal networks. 


When the Diversion of Misoprostol Reproduces 
Social Inequities 


Although women with strong social networks, including friends and relatives who 
know healthcare workers or drug sellers, may access misoprostol relatively easily 
and at little or no cost, other women struggle to obtain the drug. They struggle to 
find information about where to buy it and the right way to induce abortion. These 
difficulties in accessing misoprostol push some women to turn to private clinics 
recognized to provide abortion services at a higher price than they can afford, as 
highlighted in Francine’s story. 

Francine, a 23-year-old domestic maid, became pregnant with a 16-year-old boy 
and decided to terminate the pregnancy. After a week of unsuccessful research, she 
was finally able to find, through a friend, a private clinic that belongs to an NGO 
offering abortion services discreetly. Once in the clinic, she paid a consultation fee 
of 2000 XOF out of her monthly salary of 10,000 XOF. After group family planning 
counselling, each woman explained their problem to a health worker. Francine told 
me that she had invented a story in order to convince the health worker to offer her 
an abortion: ‘I told her that the ‘author of the pregnancy’ (local term to describe the 
father) had fled and that I had no one to support me. I added that my mother is strict 
and would banish me from the family’. 

After Francine’s explanations, the health worker decided to help her. She gave 
her a piece of paper on which she wrote her name and telephone number and asked 
Francine to forward it to another health worker (working in the same clinic) who 
would understand the message. After reading the note, the health worker decided to 
proceed with the abortion, but first told Francine she needed to do an ultrasound to 
confirm the pregnancy and its gestation. At a cost of 7500 XOF, the ultrasound was 
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unaffordable for Francine. She left the clinic and returned the following day after 
she found the necessary money with the support of her uncle (by pretending she was 
sick). The ultrasound confirmed that she was 2 months pregnant. After the ultra- 
sound, the health worker asked her to do other tests, including serology test, blood 
type and hepatitis B, which cost 8500 XOF in total. 

After the results of these examinations, the health worker gave her four pills, 
which she drew discreetly from her drawer. She instructed Francine to keep the pills 
under her tongue for 30 min before swallowing. Then she wrapped another eight 
tablets in paper and told her to swallow four tablets every 3 h. These tablets cost 
15,000 XOF. Francine had no complications after this abortion. As this case illus- 
trates, while Francine’s friend directed her to abortion services in a private clinic, 
even with misoprostol, the cost of the abortion was more than three times Francine’s 
monthly salary. 

The experience of Anna, a 30-year-old, exemplifies how accessing abortion 
means not only incurring unplanned expenses and having trouble accessing abor- 
tion services but also experiencing failed abortions, frequenting several different 
abortion providers and intimidation (Drabo, 2019). 

Anna is employed as a hairdresser and earns between 15,000 XOF to 20,000 
XOF a week, but supplements her meagre income through sex work. Anna calls her 
boyfriend a crook and stingy because he cheats people on the internet to get money, 
but refuses to support her financially when she is in need. She decided to terminate 
the pregnancy since she was concerned that her boyfriend would take the child to 
his home country. As she said: “I am not going to struggle to give birth to a child and 
they will come and take it from me one day”. When Anna was one month pregnant, 
she asked a friend to escort her to a woman who she knew conducted abortions in 
her home. According to Anna, this abortion provider is not a healthcare worker but 
she learned how to conduct abortions after working with a healthcare worker. 

However, when Anna and her friend arrived at the woman’s home, she sent them 
away, stating that she did not perform abortions. Anna and her friend visited the 
woman several times over a period of eight days before she finally agreed to help 
them. She asked them to pay 20,000 XOF, before placing a white product (misopro- 
stol) in Anna’s vagina and explaining that once Anna reached home, the fetus would 
be expelled. Unfortunately, the pregnancy was still intact after a week. After this 
failed abortion attempt, Anna was afraid to go back to see the woman because their 
previous meetings were difficult. With the help of the same friend, she decided to go 
to a clinic known to practice clandestine abortions. Once she reached the clinic, the 
man who owned the clinic requested that she pay 2000 XOF for the examination. 
After the examination, he fixed the price of Anna’s abortion at 50,000 XOF and 
gave her an appointment for the same afternoon. Anna did not have enough money 
but decided to go to the appointment anyways with the intention of negotiating a 
discount. Once in the clinic, a secretary in the clinic discreetly informed Anna that 
she knew a place where Anna could have an abortion for less. Anna accepted the 
offer and was directed to the home of another woman. However, when Anna reached 
the woman’s home, the lady rejected Anna and threatened to call the police. Anna 
was not able to convince the woman to conduct the abortion until the clinic 
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secretary escorted her. Finally, the woman agreed to perform Anna’s abortion in her 
house using aspiration at a cost of 30,000 XOF. 

Although Francine and Anna’s experiences differ, they illustrate that, despite the 
influx of misoprostol, obtaining an abortion in Ouagadougou is a costly and often 
stressful process. The availability of misoprostol outside the formal healthcare sys- 
tem may not guarantee access nor a successful abortion for less well-resourced and 
connected women. In addition, given that illegal abortion often obeys the rule of ‘no 
one knows’, in case of failure, women do not hold the abortion providers account- 
able. Instead, they go to official health facilities to get support for treatment if com- 
plications occur, or resort to another abortion provider, like in Anna’s case. 

Furthermore, intermediaries often exercise control over the process of diverting 
the drug into the hands of women; many women are vulnerable to exploitation by 
providers of the drug on whom they are dependent. Conversations with women 
revealed that some women who need to access misoprostol become victims of sex- 
ual harassment or abuse from abortion providers. Claudine, a 24-year-old student, 
explained her experience with one informal abortion provider: 


This man, everybody knows him...He tried to date me and asked for my phone number but 
I refused. One day I asked for his help because one of my friends wanted to get rid of her 
pregnancy. He came home and placed the tablet inside... Then he showed us the remaining 
tablets and told me that my friend must have this last one to finish the abortion. However, 
that she was not going to get it until he received my telephone number. Since that time, he 
disturbs me. 


In another case, Lisa, a 34-year-old restaurant owner, became friends with a 19-year- 
old student, who was a regular customer. The student confided in Lisa that she 
encountered trouble while seeking misoprostol for an abortion. As Lisa 
explained to me: 


It would have been interesting for you to meet this girl...She suffered a lot because she told 
me she was pregnant and did not want her parents to know about it. However, she had no 
money to do the abortion. X [a known abortion provider] helped her to abort using a pill but 
on the condition of having sex with her...without a condom. 


Some women reported that they chose to self-abort in order to avoid harassment, 
though doing so incurs the risk of inappropriate use of abortion drugs. For instance, 
Sali, a 21-year-old woman working in a pub, got misoprostol from a friend, who did 
not tell her how to use it. She took the entire tray at the same time (14 tablets) and she 
was later admitted to hospital due to dizziness and pelvic pain. Abortion service provid- 
ers confirmed in interviews that although many women know about misoprostol and 
that it can be used to induce abortion, few women know the appropriate dosage. This 
shows how access to misoprostol does not necessarily guarantee a safe abortion. 


Discussion and Conclusion: Safe Access to Safe Abortion 


In this chapter, I have shown that understanding access to misoprostol for safe abor- 
tion requires going beyond the analysis of formal policies and institutions to study 
people’s actual micro-practices. Despite a legal and regulatory framework that aims 
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to restrict the use of misoprostol for induced abortion, some health workers and 
drug vendors in pharmacies successfully divert misoprostol for illegal abortions, 
and some women successfully domesticate it for use in their own homes. The avail- 
ability of misoprostol outside the formal healthcare system seems to reduce the cost 
women pay for induced abortion, corroborating findings from other studies (Ngai 
et al., 2000; Leone et al., 2016; Singh et al., 2018; Moland et al., 2018). Even so, 
improved access to misoprostol does not necessarily equate with safe access to safe 
abortion (Drabo, 2019). 

In fact, much like de Zordo’s findings from Brazil (De Zordo, 2016), my study 
suggests that there is an inequality of access to misoprostol; some women have 
bargaining power because of their social status and can easily access misoprostol, 
whereas others cannot. For some women, the route to access is through a network 
of drug vendors, health workers and sex workers, while others are able to get it 
directly from private pharmacies or NGO clinics. My findings resonate with a recent 
study from Ouagadougou showing that misoprostol is used predominantly among 
women who have attended secondary and post-secondary education and women 
who have high socioeconomic status (Baxerres et al., 2018). 

My findings contribute in several distinct ways to the literature on the topic. 
First, inequities in access to healthcare innovations are often pictured in terms of 
dichotomies between urban-rural residence and poverty status (Singh et al., 2018). 
Meanwhile, my analysis highlights inequities in access to abortion or abortion drugs 
between people within the same geographical area, as is the case in Ouagadougou. 
Second, though my study affirms the importance of social networks or ‘abortion 
management groups’ in accessing abortion within legally restricted settings like 
Burkina Faso (Ouedraogo, 2015), the notion of an abortion management group does 
not fully capture the fact that the management of abortion often occurs through 
loose, occasional, networks rather than cohesive bounded groups, as I have shown. 
By circulating misoprostol in their close social networks as a gift, however, even 
poor women may break the access networks often controlled by health workers and 
drug vendors and in some instances domesticate the drug for their use at times and 
places they decide. Finally, my analysis challenges predominant technical defini- 
tions of ‘safe abortion’ that focus on the outcome of the abortion procedure and the 
professional competence of the operating agent (World Health Organization, 2015). 
While the diversion and domestication of misoprostol may increase women’s access 
to safe abortion and make it possible to relocate abortion practices to guesthouses 
and other places, the process is not always conducive to safety. In some cases, the 
diversion of misoprostol creates conditions that allow the unpleasant treatment or 
even sexual abuse of vulnerable women. Thus, for some women, the route to access- 
ing a safer abortion, medically speaking, can be unsafe. Access to misoprostol 
therefore does not necessarily guarantee a safe abortion. 

By apprehending misoprostol in its dynamic uses, this study shows how global 
policies on drugs such as misoprostol can mask social inequalities and power rela- 
tions around its uses. Actors advocating for safe abortion and policy makers can 
learn from this Burkinabe example, which shows that a drug like misoprostol, 
regardless of its properties and its therapeutic effectiveness, cannot alone ensure 
safe abortion. Indeed, for misoprostol to solve the problem of unsafe abortion 
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globally, women need to be able to access it equitably and safely. However, as long 
as its use occurs within a legally restrictive context like that of Burkina Faso, the 
actors and networks that emerge to fill the access gap will not treat all women 
equally or well, and safe access to safe abortion remains somewhat elusive. 
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Chapter 5 A 
The “Sustainability Doctrine” geet 
in Donor-Driven Maternal Health 

Programs in Tanzania 


Meredith G. Marten 


Introduction: Unpacking the Sustainability Doctrine 


Each year, offices of the United States’ President’s Emergency Plan for AIDS Relief 
(PEPFAR) issue Country Operational Reports (COPs), which outline the “strategic 
directives” for each country in the following year. In 2008, the peak year of 
PEPFAR ’s funding, the 1083-page COP outlined funding plans and objectives for 
hundreds of implementing agencies in Tanzania. That year, PMTCT was one of the 
largest focal areas, with US$22 million dedicated to PEPFAR’s four-pronged 
approach: expanding services, increasing mothers’ uptake of antiretrovirals, improv- 
ing follow-up of children and their HIV status, and strengthening monitoring and 
evaluation. Each PMTCT-related activity undertaken by partner agencies required a 
one-paragraph sustainability narrative, which described several plans, including 
developing partnerships with the public sector (integrating PMTCT into maternal 
and child health services, in particular), prioritizing capacity building through 
“training, mentoring, and supportive supervision,’ and empowering community 
groups to be self-sustaining, resulting in local “ownership” of the interventions by 
HIV/AIDS committees at ward and village levels (PEPFAR, 2008, p. 123-124). 
The demand for a focus on “sustainability” by PEPFAR and other donors comes 
from decades of concern about the volatility and uncertainty of funding and pro- 
grammatic practice in donor-dependent countries (Yang et al., 2010). The United 
States Agency for International Development (USAID), for example, has empha- 
sized sustainability for the past twenty years, defining it as “the ability of host coun- 
try entities (community, public and/or private) to assume responsibility for programs 
and/or outcomes without adversely affecting the ability to maintain or continue pro- 
gram objectives or outcomes” (Mehdi, 1999, p. 1). Nevertheless, the sustainability 
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plans in PEPFAR’s COP reports did not include predictable and reliable support for 
implementing interventions over the long-term, or account for varying local con- 
texts, hindering the potential sustainability of programs. Rather, the COP report 
implied a dependence on either unpaid volunteer work after the program period 
ended or income generation from an unknown source that would support healthcare 
worker (HCW) labor, both of which are unlikely in resource-poor environments 
(Maes, 2012). 

These sustainability guidelines illustrate what Swidler and Watkins (2009, 
p. 1184) argue is the often “manifestly unrealistic” yet frequently replicated “sus- 
tainability doctrine” employed by many donors, NGOs, and humanitarian organiza- 
tions in sub-Saharan Africa. Sustainability has “become a conscious policy of 
donors” to prioritize programs they believe can be sustained once donor funding 
ends (Swidler & Watkins, 2009, p. 1184). Health care is therefore principally envi- 
sioned and implemented by donors and NGOs in short-term, time-limited, vertical 
programs (Meinert & Whyte, 2014; see also Basilico et al., 2013), which are often 
operationalized through the planned use of trainings, dependence on unpaid volun- 
teers, and development of income-generating activities (Swidler & Watkins, 2009), 
all of which were outlined or alluded to in PEPFAR’s (2008) COP. Simultaneously, 
funding to support the necessary but deficient “staff, stuff, space, and systems” — the 
building blocks of strong health systems and the backbone of sustainable care 
(Farmer, 2014, p. 7; WHO, 2007; Yang et al., 2010) — is frequently and pejoratively 
termed “aid dependency” (UNAIDS, 2012). 

A fundamental problem with translating sustainability policies into practice is 
how imprecise the term “sustainability” is despite its prolific use; as Yang and col- 
leagues note, it “has been neither clearly defined nor consistently applied” (2010, 
p. 130). This may be strategic, allowing organizations to take on the mantle of sus- 
tainability despite outcomes that demonstrably undermine it. In many contexts, sus- 
tainability functions as a buzzword, concealing more than it reveals, and importantly, 
providing legitimacy needed to justify policies and interventions (Cornwall & 
Brock, 2005). As Sullivan (2016) writes, buzzwords “[envelop] actors mobilizing 
the terms in moral authority, shielding them from critique” (4). Buzzwords can also 
take on different meanings depending on context. In the case of “sustainable min- 
ing,” Kirsch (2010) describes the meaning of sustainability shifting between the 
sometimes-incompatible goals of environmental conservation, social welfare, and 
economic development, the “triple bottom line” of sustainable development (Sachs, 
2012, p. 2206). Sustainability’s slipperiness, Kirsch (2010) writes, allows corpora- 
tions to adopt the language of their critics: “mining is not sustainable” in the envi- 
ronmental sense becomes “sustainable mining” in the economic development sense 
if it continually employs a large workforce from a particular region. This shifting 
meaning can lead to paradoxical outcomes: mining corporations with large work- 
forces and prominent roles in local economies can effectively threaten to leave 
unless environmental regulations constraining their destructive practices are 
removed, thus undermining the environmental sustainability of a region. 

Discussions and debates about sustainability in global health and how to improve 
it have been longstanding, and the slipperiness of the term emerges in this history. 
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As Yang et al. (2010) describe, sustainability became a popular criterion for evaluat- 
ing health programs decades ago, as part of efforts to address the growing concern 
about the instability and precariousness of health care in aid-dependent countries. 
Since the early days of Tanzanian decolonization, for example, donors have been 
largely resistant to pledging the kinds of financial and technical commitments 
required to support comprehensive health care and health system strengthening 
(HSS) (Stirling, 1977). Particularly as public health systems were dismantled in the 
wake of structural adjustment, the intent of promoting “sustainability” was directly 
against the perpetuation of “unsustainable” vertical programs over the long term. 
As short-term aid implemented by NGOs ballooned in the 1990s to fill gaps that 
emerged as public sectors faltered (Pfeiffer et al., 2008), advocates of sustainability 
tried to address “root causes of health problems rather than to palliate their symp- 
toms” (Yang et al., 2010, p. 129). 

The proliferation of overlapping vertical programs and global health initiatives 
was a consequence of the shift away from post-WWII intergovernmental collabora- 
tion coordinated by the World Health Organization (WHO) (Storeng et al., 2019). 
Instead, in the MDG era “unsustainable” vertical programs multiplied in contexts of 
neoliberalism, “philanthrocapitalism” (Birn, 2014), and broader efforts to transform 
“international health” practices structured by and through nation-states to “global 
health” orientations largely bypassing and transcending them (Adams, 2016; 
Pfeiffer, 2013; Rees, 2014). As Adams (2016) writes, the shift away from nation- 
states began with the global economic crises of the 1970s and 1980s, and govern- 
ments’ diminishing capacity to support public health systems. It also derived from 
a “growing sentiment that national entities often get in the way of effective health 
delivery rather than promoting it” (emphasis in original, p. 5). Non-governmental, 
humanitarian, and other private sector organizations therefore functioned as the 
“institutional forms of choice for doing global health work” (Adams, 2016, p. 25). 
With this shift came an increased dependence on quantitative indicators and cost- 
effectiveness calculations, rapidly expanding the need for metrics which, Adams 
(2016) argues, is fundamental to enabling global health initiatives today. The shift- 
ing meaning of sustainability in global health contexts mapped on to these broader 
changes. Rather than indicating support for public sector HSS, in many contexts 
sustainability has come to primarily mean financing individual NGO-run vertical 
programs over time, which are more easily measured but less effective in contribut- 
ing to HSS (Yang et al., 2010; Swidler & Watkins, 2009; Oberth & Whiteside, 2016). 

Slow progress in achieving some MDGs — maternal survival in sub-Saharan 
Africa, in particular — highlighted the shortcomings of this shift in priorities. As 
Sheikh et al. (2011 p. 3) explain, an “upsurge of interest” in HSS materialized dur- 
ing the MDG era when it became evident that vertical programs could not function 
effectively with weakened public health systems. This occurred alongside increased 
emphases on aid harmonization, capacity building, and country ownership as out- 
lined in the 2005 Paris Declaration and the 2008 Accra Agenda for Action (OECD, 
2019). Despite these initiatives, in donor-dependent countries like Tanzania, exter- 
nal donors continue to exert undue influence on national agendas and under- 
mine HSS. 
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Health policies like the sustainability doctrine “are artifices of human creation, 
embedded in social and political reality and shaped by particular, culturally deter- 
mined ways of framing problems and solutions” (Sheikh et al., 2011, p. 2). 
Ethnographic research of how policies are constructed, enacted, prioritized — or 
rescinded or forgotten — can illuminate the contexts in which they operate, as well 
as the effects they may have on health systems and population health. In this chap- 
ter, I draw on ethnographic findings to describe how sustainability in health has 
been understood by policymakers and expatriate global health experts and donors in 
Tanzania, and the ways in which it was undermined by emergent “sustainability 
doctrine” practices in the MDG era. I illustrate how the sustainability doctrine has 
been put into practice, and how it has persisted, despite its shortcomings, using 
examples of donor-prioritized maternal healthcare initiatives in Tanzania rolled out 
several years apart: prevention of mother-to-child transmission of HIV (PMTCT) 
and basic emergency obstetric and newborn care (BEmONC) programs in the late 
2000s, and more recent (2015) efforts to implement respectful maternity care 
(RMC) programs. 

Considering programs implemented during a period of significant global interest 
in improving women’s health outcomes, I draw out some of their underlying dynam- 
ics. I focus on several issues informants identified as crippling efforts to build a 
strong Tanzanian health system, particularly the internal brain drain of healthcare 
workers from the public sector to higher-paying NGO jobs, and the prioritization of 
types of programs donors believed could be sustained after the funding period ended 
but could simultaneously erode health sector capacity, such as trainings and work- 
shops. I describe how despite widespread acknowledgement of these fundamental 
issues, international donors still fear a cultivation of “aid dependency,” prohibiting 
many from contributing to long-term health system strengthening (HSS) efforts 
(McKay, 2017a), and prioritizing short-term interventions. From this, a focus on 
programs and workshops persists — less effective in part because of their time- 
limited structure, but also because they fail to account for local circumstances and 
the challenges that come with implementing vertical programs within weakened 
health systems. Despite good intentions to solve the unintended consequences of 
donor volatility, the successive promotion of “sustainable” practices can paradoxi- 
cally contribute to health system precarity in Tanzania. 


Methods 


Research presented in this chapter draws from a larger ethnographic project explor- 
ing donor instability, aid withdrawal, and efforts to develop sustainable HIV and 
maternal health services in Tanzania. 

The bulk of fieldwork took place at a large mission hospital in northern Tanzania 
over the course of 14 months in 2011-2012, and primarily addressed how HIV+ 
mothers enrolled in PMTCT care maintained their health and that of their families 
amidst declining program services and funding (see Marten, 2020). During this 
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period, donor-funded health institutions and programs, such as this PMTCT pro- 
gram, experienced high aid volatility following the 2008 global economic crisis. 
Because of this, I spent an additional three months in Dar es Salaam “studying up” 
to address how global health and development policymakers and program directors 
managed this volatility and conceptualized “sustainability” in global health con- 
texts. Findings outlined in this chapter are derived from semi-structured interviews, 
participant observation, and document review. Sixteen semi-structured interviews 
were conducted with healthcare workers and policymakers, both in the public sector 
and at Tanzanian and international NGOs. Six informants were either managing 
directors or sustainability coordinators at five of the six primary implementing orga- 
nizations partnered with, and funded in large part by, the US Government’s HIV 
initiative, the President’s Emergency Plan for AIDS Relief (PEPFAR). Among the 
others, four worked for bilateral organizations in departments focused on health or 
women’s rights, two worked for a maternal health project associated with a donor- 
funded hospital, one directed an international NGO focused on health and develop- 
ment, and one worked as a nurse at a large, private hospital. Only two informants 
worked in the public sector, a limitation of this research: one held a position at the 
Tanzanian Ministry of Health, Community Development, Gender, Elderly and 
Children (hereafter, MoH), and another was a medical school professor. Of these 16 
informants, nine were Tanzanian, and of those who worked at NGOs, at least four 
had previous experience in the public sector. Of the remaining, seven informants 
were expatriate professionals, four of whom were from the United States. I also 
draw heavily from long-term key informant interviewing with two of these 16 infor- 
mants, Tanzanian OB/GYNs I call Esther and Sheila, who have worked in maternal 
and neonatal health care for decades in the public and private/NGO sectors in Dar 
es Salaam. Finally, I rely on participant observation in various maternal health and 
HIV contexts over time in Tanzania, which inform much of my evolving perspective 
on sustainability and health system strengthening. Ethical clearance for this field- 
work was approved by the University of Florida’s IRB and permitted by the 
Commission for Science and Technology (COSTECH) and the National Institute 
for Medical Research (NIMR) in Tanzania. All names and other personal identifiers 
in the chapter have been changed to protect privacy and confidentiality. 


Conceptualizations of “Sustainability” Among Policymakers 
in the Tanzanian NGO Community 


In 2011, three years after the financial crisis, The Global Fund announced it was 
cancelling Round 11 of its funding, citing donor shortfalls. At the same time, 
PEPFAR funding stagnated, and numerous bilateral organizations announced roll- 
backs and changes in aid disbursements. One informant at a large bilateral agency 
headquartered in Dar es Salaam expressed her concerns about the reductions for 
health care, telling me “this is a larger scope and scale across multiple countries 
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than I’ve seen before.” Amidst all this, concerns about “aid dependency” and the 
need for “sustainability” if and when the donors withdrew aid became more urgent 
(UNAIDS, 2012). 

The country director of another bilateral initiative, Isaac, described to me his 
organization’s conundrums with Tanzania’s aid dependency. He characterized 
Tanzania’s health sector as “deteriorating” because of its “long history of a culture 
of dependency.” His organization provided critical health services for millions of 
Tanzanians, and he was doubtful the public health sector could feasibly take it over. 
Mirroring Adams’ (2016, p. 5) observation that many global health actors view 
governments as “often get/ting] in the way of effective health delivery,” Isaac con- 
tinued, “if you want this done you have to do it for them.” 

In the spring of that year, I endeavored to better understand how sustainability 
was conceptualized in this context of funding retrenchments and fear of widespread 
aid exit. I asked informants to explain what they understood sustainability to mean, 
both in regard to health care and health systems, as well as how their organizations 
put sustainability into practice. A few participants identified goals for a sustainable 
health system that closely align with the 17 expansive goals employed by the SDGs 
(UN, 2017). From this perspective, informants identified sustainability as resting on 
a foundation of good primary and secondary education, basic health services, roads 
and infrastructure, electrification, access to safe water, good governance, and a more 
developed economy that could provide the tax base to fund health care and other 
social services. For example, when I asked Henry, an expatriate director of an inter- 
national NGO, what some “best practices” for health sector sustainability might be, 
he illustrated the need to expand focus beyond the health sector: 


Maybe the ‘best practice’ would be for all girls to finish Form 6? ...I would really overhaul 
our whole educational system... and work aggressively on rural youth employment, 
because if all the youth still become hawkers and boda boda (motorcycle taxi) drivers on 
the streets of Dar es Salaam, that is not solving the problem. 


Secondly, many of these policymakers and NGO directors identified sustainability 
as dependent on a robust public health sector. Henry defined it plainly as “the effec- 
tive running of a health system.” To be effective, he said, “it depends on WHO’s six 
building blocks,” responsive to the “dynamic nature of public health” and the needs 
that arise within a population over time. The goal of the WHO Six Building Blocks 
model (WHO, 2007) is to promote HSS and includes: (1) effective, safe, and quality 
service delivery; (2) a well-performing health workforce; (3) effective health infor- 
mation systems; (4) equitable access to quality medical products, vaccines, and 
technologies; (5) a good health financing system; and (6) effective leadership and 
governance (WHO, 2007). 

As Isaac alluded to, financing (block five) is a longstanding challenge. In 
Tanzania, austerity measures introduced in the mid-1980s reduced public spending 
on the health system and have been unsuccessful in generating the economic growth 
and revenue necessary to provide equitable and effective health care for all. 
Following Tanzania’s 1999-2000 Sector Wide Approach (SWAp), the government 
implemented a series of initiatives to increase revenue, including imposing user 
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fees, improving tax collection, and expanding health insurance schemes (Marten & 
Sullivan, 2020). Still, in 2018/2019 government spending on the health sector was 
only 7% of Tanzania’s national budget, less than half the 15% Abuja target for 
health spending (Mamdani et al., 2018). 

Informants emphasized that the building blocks that make up strong health sys- 
tems must all happen in concert, as a critical lack of one component can frustrate 
improvements in the others (c.f. Farmer, 2014). For instance, the human resources 
crisis remains a formidable challenge in Tanzania; the country has one of the lowest 
rates of HCWs (physicians, nurses, and midwives) per capita in the world (WHO, 
2015). Financing limitations (block five) constrain necessary human resources 
expansion (Mamdani et al., 2018), but a lack of functioning equipment (block four) 
also hinders the effective work of HCWs (blocks one and two) in clinical practice. 
Henry spoke at length about the extent of the problem that he had witnessed over 
decades in the Tanzanian health sector: 


There are smart people here in Tanzania...but a key problem is getting those smart people in 
a working environment where they can use those skills... You can put a well-trained doctor 
in a national or a regional hospital, but if there is no blood pressure machine, if there are no 
gloves, if there are no standard operating procedures for delivering babies, if there are no 
clinical audits for people who died to find out why they died; if all that is [not] done, you 
can have a perfectly skilled doctor there but they can’t operate! You can as well put a nurse 
there, it’s the same thing. 


Persistent stock outs of equipment and other logistics in Tanzania’s health facilities 
not only undermine service delivery but also can, according to informants, under- 
mine trust in health workers and health sector institutions. For example, Esther, an 
OB/GYN and director of an NGO-funded maternal health program, explained how 
accusations by the public of nurse bribery in hospital labor wards can sometimes 
stem from misunderstandings about the constraints limited logistics pose to health- 
care provision. Esther explained that nurses are oftentimes villanized by the public 
because nurses frequently ask patients for money in order to get supplies that are 
necessary for their care and which should be free (Citizen, 2005). The persistent 
lack of supplies, she told me, meant that nurses often had to procure them from 
private pharmacies. For this reason, a nurse asking a patient for money may in many 
cases not be evidence of bribery, but in fact could be a result of equipment or medi- 
cation shortages. 

Infrastructural demands are also acute, but as one informant described, donor 
hesitancy to contribute to building new facilities is implicated in “staff and stuff’ 
shortcomings. In an email interview with Inge, a European maternal health program 
manager for a Tanzanian NGO, she described how her efforts to develop a strong 
program and expand hospital services could be stymied: 


Many white elephants have been constructed in Africa and are now not utilised...primary 
schools without teachers, health centres without staff and supplies, building without utility 
connections, etc....donors are afraid that hospitals will not be staffed afterwards and main- 
tenance and operational costs cannot be secured... The human resource crisis in health con- 
tributes to this, as donors are afraid that infrastructure is easy to put in place but to man it 
and to keep it running is another challenge. 
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Paradoxical Outcomes from MDG-era Efforts to Build 
Sustainability: NGO-Driven Brain Drain in the Tanzanian 
Health Sector 


Many healthcare practitioners and policymakers in Tanzania are acutely aware of 
the problems that arise when efforts to improve maternal health (and health out- 
comes, more broadly) are unlinked from HSS. Several informants lamented that 
vertical approaches to HIV care, treatment, and prevention were inadequate, and in 
interviews, some expressed deep frustration with a failure to learn from previous 
attempts to improve population health and change accordingly. As George, a 
Tanzanian NGO Director, explained: 


When TB was a big agenda in the world, we had a kind of vertical [response], it was kind 
of a reaction to emergency. We thought that we would phase out [vertical programs], 
because HIV is a problem which would need to be solved by the entire system. But when 
HIV came, the same thing happened. I don’t see that much changes, we don’t learn, we 
don’t learn much from what’s happened. 


During the MDG era in Tanzania, the rapid and widespread implementation of verti- 
cal programs contributed to a weakening of the public health sector through various 
means, but perhaps most significantly through an internal brain drain of Tanzanian 
HCWs. Aligned with the tenets of the sustainability doctrine, programs were often 
considered by donors to be more sustainable and “country owned” through the 
employment of local professionals (c.f. Swidler & Watkins, 2009; Palen et al., 
2012), who were simultaneously attracted to the higher wages, benefits, and better 
working conditions afforded in the offices of international NGOs compared to the 
overcrowded conditions in public clinics or hospitals (see also Gerein et al., 2006; 
Ackers et al., 2016). As Bech and colleagues note, since 1978, government health 
workers have not been able to “live on a government salary without supplementary 
income” (2013, p. 102-103). 

Another director of a Tanzanian NGO, Neema, described to me two principal 
ways in which the internal brain drain occurs. First, primary care nurses, doctors, 
and clinical officers were recruited to work in wards and facilities providing disease- 
specific care, leaving fewer health professionals to provide primary health care. 
Second was the recruitment of practicing HCWs, particularly MDs, from the public 
sector to non-practicing “desk jobs” at NGOs, which could include tasks such as 
developing health policies and guidelines, engaging in program monitoring and 
evaluation, and working with local government officials to harmonize NGO initia- 
tives with local priorities. Lucia, an MD and professor at the national hospital, and 
Esther spoke at length with me about the internal brain drain and its effects on the 
Tanzanian health system, lamenting that the internal brain drain was crippling any 
effort to create a sustainable system. As Lucia said, 

[Those who leave the public sector] “are not working at (the national hospital), so they’re 


not training new doctors, they’re not working in the district hospitals in Dar let alone out in 
the middle of nowhere. They’re working for an NGO, and they’re doing paperwork.” 
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As Lucia described, the brain drain leaves its mark on medical schools, too. Despite 
the current push to educate health workers in Tanzania as part of HSS efforts, over- 
stretched medical school faculty members are seeing some of their most promising 
colleagues leave for the private sector or abroad, taking with them their years of 
specialized training. Lucia was concerned for the future of her university when the 
head of her department retired, because he would not only be leaving himself, but 
“all the people he has trained are not working in the system,’ diminishing the 
chances that his students will be around to train the next generation of doctors. 

Additionally, Esther speculated that some international NGOs actively recruited 
Tanzanian MDs in part to push through their desired changes in treatment guide- 
lines, which they felt would be more palatable to the MoH coming from a Tanzanian 
and serve as evidence of being “country owned.” At one particular US NGO focused 
on maternal and child health, she said “they’ve got three OB/GYNs developing 
treatment guidelines (instead of doing clinical work), and the reason why they are 
there is because the NGO wants a Tanzanian face to face the Ministry to push the 
guidelines.” 

Many things that could help build up strong health systems — cooperating with 
governments to fund structural gaps identified in their systems, for example (IOM, 
2014) — do not fit in with donor conceptualizations of sustainability because of the 
long-term recurring costs involved. As McKay (2017b) describes, when long-term 
health systems costs are not supported because they are believed to cultivate depen- 
dency, the short-term focus and “ephemeral nature” of donor-funded projects come 
to dominate health systems, leading to their increasing precarity (474). Further, 
those projects that are funded can erode the public sector, paradoxically undermin- 
ing the sustainability of health care that donors and implementers claim to be sup- 
porting. One principal strategy for sustainability and capacity building is the 
widespread implementation of off-site training for HCWs. 


The Sustainability Doctrine in Practice: Basic Emergency 
Obstetric and Neonatal Care Trainings and Workshops 


When I came to Tanzania in early March 2011, Sheila, an OB/GYN with a donor- 
funded NGO hospital, was just starting to coordinate and plan curricula for a series 
of Basic Emergency Obstetric and Neonatal Care (BEmONC) workshops for nurses 
and midwives in the government clinics and hospitals of Dar es Salaam. A goal of 
the workshops was to provide continuing medical education for safe deliveries and 
emergency obstetric care to help bring down the high maternal mortality ratio — 
454/100,000 — at the time, far from Tanzania’s MDG #5 goal of 133/100,000 (URT, 
2014; MoHCDGEC, 2016a). Her NGO’s hospital coordinated with the District 
Medical Office and another large, international NGO to run the trainings. I sat in on 
several days of these trainings, and they resembled others I have observed in Dar. 
We sat around a conference table, looked at PowerPoint slides, and someone was 
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positioned with a large flip-chart at the front of the room, writing out important 
notes that we would later tape to the walls. Participants discussed the emergency 
obstetric care guidelines (Dao, 2012), and nurses from each clinic were responsible 
for reporting to the group the results of their internal monitoring of progress in 
meeting the guidelines at their specific facilities. 

The daily workshop schedule included tea around 10:00, a large lunch, and then 
an afternoon snack before breaking for the day. Every participant received a Tsh 
120,000 per diem (US$75), enough for a hotel and money to buy dinner. Most 
people participating in the training live in Dar anyway, Sheila explained, so many 
ultimately save the money. Per diems have become a critical part of the training 
culture in Tanzania and are a principal reason people participate; they serve as sal- 
ary “top ups” and can strengthen patronage ties (see also Swidler & Watkins, 2009). 
Trainings are conducted for a variety of reasons, perhaps most importantly to serve 
as continuing professional development and education for Tanzanian HCWs, and 
fill gaps in pre-service curriculum and quality (Necochea et al., 2015). For donors, 
trainings like BEmONC are considered sustainable because they align with the 
“teach a man to fish” objective inherent to the sustainability doctrine — hiring experts 
to train people (or train trainers who will subsequently train others) involves short- 
term inputs that will not “breed dependency” but “provide all with the capacity to 
provide for their own needs” (Swidler & Watkins, 2009, p. 1184). Accordingly, the 
nurses, midwives, and physicians trained in the BEmONC workshop were expected 
to train others not in attendance in an in-service capacity. Through this approach, 
the BEmONC training of trainers was meant to “encourage support systems that 
aim to create an organisational culture of quality, and ultimately make improve- 
ments more sustainable” (Necochea et al., 2015). 

By 2012, however, trainings had populated the health system and exacerbated the 
already dire human resources shortages experienced throughout the country. In 
many cases, trainings took HCWs out of understaffed clinics and hospitals and 
placed them in what could end up being a revolving cycle of trainings in various 
new skills and technologies. For example, in an assessment of 24 health clinics in 
southern Tanzania, Manzi et al. (2012) discovered that on average, 38% of available 
staff were out of the clinic or hospital for seminars and long-term trainings. 

As Robert, a Tanzanian MD with the MoH, described: 


One of the things which has really affected the health sector is all these trainings... HCWs 
spend two to three months moving from one training to another...[and] because people 
have been moving so much, they don’t stay [to work] in the hospitals. Sometimes they move 
from a TB training to an HIV training, and then from there they go to a laboratory HIV 
training, and then from a laboratory HIV training they go to a pharmaceutical HIV training. 


Because per diems for trainings were a supplement that many depended on to top up 
their salaries, who was chosen to participate contributed to feelings of inequity 
among HCWs. As Robert continued, “the thing is, you can’t train everybody. Now 
the problem is if you train just a few, the rest who have not been trained will say ‘no, 
I’m not doing it because I’ve not been trained’.” This concern was supported by 
Sheila’s experience, who visited hospitals and clinics for in-service BEmONC 
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training in the maternity wards, in addition to training trainers in BEMONC work- 
shops. She related to me that considerable resentment was created between those 
who go to trainings, learn the guidelines, and receive per diem, and those who 
stayed behind to work in the hospital. What shocked her was that some HCWs who 
stayed behind claimed that the new guidelines for care were “not their guidelines,” 
implying that the guidelines were not their responsibility to carry out, because they 
were not paid to learn them (see also Magrath & Nichter, 2012). Sheila also said that 
because she herself was conducting trainings in different hospitals, she could not 
enforce the new guidelines, since she was not available to supervise practitioners to 
ensure the new skills were correctly employed. An in-service trainee Sheila encoun- 
tered in one of the clinics in Dar told her fellow trainees openly that they “only had 
to perform the new guidelines today” while Sheila was there, “and tomorrow we can 
go back to doing what we always do” because she would not be around to supervise. 
This example illustrates how HCW trainings — despite their widely recognized 
importance — became less effective in building capacity because of the failure to 
take into account the significant structural gaps in the Tanzanian health system. 

In his critique of the training model, Robert explained that he thought the expec- 
tations for Tanzanian doctors’ performance and professionalism should be much 
higher. Nevertheless, Robert asserted that compensation for health workers was 
woefully inadequate, contributing to diminished morale: 


Most of the doctors in Tanzania used to be among the best students. [But now] when you 
start working, after maybe six or seven years of studies, you are the least paid! All these 
other students who were mediocre performers [in school] are now making more money... 
because they are working in another system, like the private sector or a bank. 


As NGOs’ comparatively higher salaries contributed to significant internal brain 
drain, practicing staff in the health sector were increasingly overburdened. Over 
time, the topic of salaries, and perceptions of value tied to salaries, generated many 
heated conversations and was made particularly contentious when a series of doc- 
tors’ strikes erupted in 2012, fueled principally by anger over low salaries, few 
allowances for housing and transport, and stoked by continuing deficiencies in 
equipment and resources (see also Prince & Otieno, 2014). 

The doctors on strike made several demands: a starting salary of Tsh 3.5 million 
a month (about US$ 2,150) for new doctors (starting salaries at the time were about 
Tsh 950,000 or about $600), a risk allowance of 30% of their salaries, a housing 
allowance of 30% of their salaries, health insurance, an increase for on-call allow- 
ances, and an allowance of 30% of their salaries for transportation. After a lengthy, 
antagonistic struggle, the government increased everyone’s salaries in the civil ser- 
vice by 20%, of which doctors are a part (TDN, 2012; Maluka & Chitama, 2017). 

Doctors’ demands for higher salaries and supplemental support for housing and 
transportation are likely also related to the large population of expatriate interna- 
tional NGO workers who regularly receive all these things (see also Smith, 2007). 
Working side-by-side with expatriate doctors and NGO workers earning signifi- 
cantly more, with supplemental income for housing and vehicles, seemed to have 
numerous effects. First, the inflation in housing costs, particularly on the peninsula 
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of Dar es Salaam where the majority of NGO offices were located, frequently pre- 
vented Tanzanians from being able to afford nearby housing. These neighborhoods 
are regularly exempted from scheduled, revolving brownouts; experience less traf- 
fic; have more paved roads; and are largely safer. Second, the cost of living was 
rapidly increasing, with which salaries often did not keep pace (NBS, 2013). Third, 
many people equated salary with perceived value — which appeared to me to be the 
most offensive and hurtful to several Tanzanian informants. Esther, who was angered 
by an argument over her salary with her boss, said that seeing how little she was 
paid compared with her expatriate colleagues made her “feel black” — which she 
explained as making her feel undervalued and perceived to be “stupid and silly.” 
Cognizant and too-often reminded of the undercurrents of racism that pervade much 
of international health efforts, she and Lucia lamented how Tanzanian doctors were 
perceived by many in the global health community to be “underdeveloped”, and that 
“living in a] low-resource country means [having] a low-resource mind.” 


Persisting Sustainability Doctrine Practices in Tanzania’s 
Respectful Maternity Care Efforts 


Numerous lessons learned from the MDG era emerged in anticipation of the UN’s 
new development initiative, the SDGs, which began in 2015 and included a focus on 
the importance of HSS (UN, 2017). But despite evidence that sustainability doctrine 
practices like trainings can weaken the health system in Tanzania, some more recent 
donor-funded RMC interventions often still adhere to its basic tenets: the prioritiza- 
tion of short-term, “feasible,” and locally owned programs donors believe may be 
sustained after donor support ends (URT, 2015). 

The paramount importance of HSS for improved maternal health outcomes has 
been identified and promoted by researchers for decades. In a cross-country analy- 
sis, for example, Anand and Barnighausen (2004) found a direct relationship 
between the ratio of HCWs to population and women’s survival in childbirth and 
that of neonates — as the number of doctors, nurses, and midwives increase, survival 
increases proportionately. Nevertheless, maternal and reproductive healthcare sec- 
tors experience some of the most acute consequences of the human resources limita- 
tions in Tanzania (see also Gerein et al., 2006; Shoo et al., 2017), and the labor 
wards of the major public hospitals of Dar es Salaam are among the places where 
the lack of “staff, stuff, space and systems” can be most profoundly felt (Farmer, 
2014, p. 7). As Esther explained, these hospitals operate at approximately 400% 
capacity, and on any given day, several women may be found laboring side-by-side 
in a bed. In efforts to increase institutional births believed to reduce the rate of 
maternal mortality, the hospitals recently experienced a nearly 34% increase in 
admissions without the budget line or support to provide quality care for such rap- 
idly increasing numbers (URT, 2015). Further, those most responsible for caring for 
women — the city’s harried labor ward nurses — rush from woman to woman, where 
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Esther memorably told me “there’s a head popping out of a vagina every 20 min- 
utes” (see also Naburi et al., 2017). As one Tanzanian ICU nurse at a private hospital 
explained to me, conditions in these labor wards are so notoriously bad that nurses 
are sometimes placed there as “punishment” for underperforming in other wards. 
Esther described them as akin to “prison islands” with people exchanging tips on 
how to “get out” and be relocated to other wards. Stories of bribery and corruption 
among labor ward staff also regularly appear in local newspapers, contributing to 
corrosive public distrust (Citizen, 2005). 

Nevertheless, recent efforts to improve maternal health outcomes still often focus 
on symptoms of problems rather than the roots — in particular, the widespread and 
pernicious “disrespect and abuse” of pregnant and laboring women, rather than the 
critically insufficient “staff, stuff, and space” of Tanzanian labor wards (c.f. Kruk 
et al., 2018). Despite the uptick in urban institutional births Esther described at Dar 
hospitals, low rates of institutional births persist nationally, which many attribute to 
disrespect and abuse encountered in labor wards. This, in turn, is thought to be 
linked with stagnating maternal mortality rates, which in 2015-2016 was 
556/100,000 (see Kujawski et al., 2015; MoOHCDGEC, 2016a). A current focus in 
global maternal health to combat disrespect and abuse is respectful maternity care 
(RMC), which promotes women’s human right to respectful and dignified care 
(White Ribbon Alliance, 2011). 

Similar to earlier HIV and BEmONC programs, RMC interventions primarily 
involve trainings targeted toward sensitizing HCWs (adapted from the WHO’s 
Health Workers for Change curriculum, Fonn & Xaba, 1996), and birth prepared- 
ness education for pregnant women (Ratcliffe et al., 2016a), two interventions that 
satisfy Swidler and Watkins’ (2009) sustainability doctrine mandates. Research 
suggests, however, that insufficient health system inputs underlie persistent issues 
of disrespect and abuse (WHO, 2018b). A recent study of RMC in Kigoma region 
evaluated patient and provider determinants of receipt of RMC based on three 
dimensions of respectful care: (1) friendliness/comfort/attention; (2) information/ 
consent; and (3) non-abuse/kindness (Dynes et al., 2018). The majority of findings 
indicated structural and systemic constraints as exacerbating disrespect and abuse. 
From the provider side, nurses who attended the most births, and those who had the 
highest number of working hours, were more frequently reported as engaging in 
disrespectful or abusive actions. Alternatively, Dynes and colleagues note that 
healthcare providers who had access to multiple kinds of mentoring, and felt fairly 
compensated for their work, more frequently engaged in respectful maternity care. 
From the patient side, those who labored with a companion — something frequently 
not allowed in “bulging” labor wards because of a lack of space — reported more 
frequently receiving respectful care. The authors recommend strategies to provide 
more equitable pay, decrease workloads, provide more breaks, and increase mentor- 
ing opportunities — all dependent on HSS and long-term, stable funding — as being 
paramount for decreasing disrespect and abuse (Dynes et al., 2018; see also WHO, 
2018b). Indeed, researchers affiliated with Dar’s RMC intervention described above 
note that for dignified care during childbirth to be sustainable, “institutional 
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commitment to providing necessary resources and staff will be needed” (Ratcliffe 
et al., 201 6b, p. 1). 

Large-scale efforts to implement RMC in Tanzania were first laid out in a stake- 
holder meeting in Dar in 2015, convened by the MoH and USAID’s Maternal and 
Child Survival Program, and attended by 47 participants from multiple East African 
Ministries of Health, Tanzanian regional health offices, bilateral organizations, and 
NGOs (URT, 2015). Esther was an attendee at the meeting, and voiced her frustra- 
tion with the continued lack of public sector support, by arguing that supporting 
staff to manage high workloads and operate effectively within the overcrowded 
wards was essential. Further, she advised the group that investing in HSS with RMC 
as a focus area should be prioritized rather than another vertical program. She has 
since advocated for “caring for carers” as a principal way to improve maternal 
health outcomes in Dar es Salaam, which include issues like fair pay, more staff, and 
increasing the space and number of hospitals to accommodate the growing numbers 
of women. Reflecting on her experience one evening over dinner with me, she rhe- 
torically asserted her objectives, using the same rights-based language that RMC 
advocates have used: “what about the rights of healthcare workers?” 


Conclusion 


A shared framework for HSS was first developed at the WHO’s 2005 “Montreux 
Challenge” when it became evident that strong health systems were essential for 
effective and sustainable health care (Hafner & Shiffman, 2013; Sheikh et al., 2011). 
Yet still today, donor policies promoting sustainability can hinder progress toward 
HSS, one of the “bitter ironies” encountered across PMTCT, BEmONC, and RMC 
programs described in this chapter (Swidler & Watkins, 2009, p. 1192). In donors’ 
quest to develop more “locally owned,” sustainable programs staffed by Tanzanian 
professionals, an NGO-driven brain drain emerged, shifting HCWs from public to 
NGO sectors, and from clinical practice to “desk jobs,” eroding the pool of practic- 
ing health workers. Further, short-term activities like trainings were frequently 
implemented, which at the same time could undermine the health workforce by 
enrolling clinicians in a revolving door of trainings. Finally, donors sidestepped 
opportunities to assist the Tanzanian government in strengthening the public sector 
(see also Maluka et al., 2018), including supporting policies that would have made 
their interventions more effective and alleviate some of the pressures on HCWs 
themselves. In the overburdened labor wards in Dar’s largest hospitals, as Dynes 
et al. (2018) explained, providing more equitable pay, decreasing workloads, 
increasing mentoring opportunities, and encouraging larger institutional commit- 
ments to providing resources and staff are needed, particularly as women are 
increasingly encouraged to deliver in facilities that are already severely under- 
resourced (Wendland, 2018). 

As outlined in these ethnographic cases, a disconnect between donor rhetoric and 
action creates an irony of the sustainability doctrine: the cultivation of “aid depen- 
dency” is frequently cited as a reason to not pledge long-term, stable resources to 
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HSS objectives (UNAIDS, 2012), while paradoxically, programs characterized as 
“sustainable” can undermine them. The harmful consequences of these policies can 
be significant: as McKay (2017a, b) illustrates in her work in Mozambique, the 
tradeoff in avoiding “aid dependency” is often the establishment of more precarious 
systems of care, which can ultimately lead to stagnating or worsening maternal 
health over the long term. 

External donors are not solely responsible for strengthening health systems, of 
course, and limitations of this work include a gap in information about the Tanzanian 
government’s own efforts and shortcomings in doing so. Despite this, a focus on 
donor-funded programs illuminates an important question: why do these policies 
and priorities persist despite widespread acknowledgement of the harm they can do? 
Through tracking the rhetorical slippage of “sustainability” over time, it can be seen 
as a buzzword: used to create an appearance of advancing sustainable health care, 
without significantly challenging the powerful market-based structures of the status 
quo. While intended to alleviate problems complicated by donor dependency and 
LMICs’ decreasing ability to fund public health services, the sustainability doctrine 
instead primarily advances neoliberal “global health” orientations, dependent on 
metrics and accountable to donors more often than to those accessing care (Adams, 
2016; Maluka et al., 2018). Sustainability’s shifting reference to maintaining a sys- 
tem of short-term, NGO-run programs reinforces the “philanthrocapitalist” model 
that circumvents nation states in favor of NGOs (Birn, 2014). The lack of support 
for public care then further entrenches the notion of nation-states’ inability to build 
successful public health systems in resource-poor contexts (Adams, 2016). 

The amount of donor funds still available for global health services, and particu- 
larly for maternal and child health (MCH) initiatives, provides a window of oppor- 
tunity to do things more effectively and durably to build up public health sectors 
(Pfeiffer, 2013). In 2017, US$11.6 billion in DAH was dedicated to MCH, nearly 
the peak of funding HIV received during the rapid scale up of HIV programming 
(IHME, 2018). The current SDG development agenda provides further opportunity, 
emphasizing HSS to achieve SDG #3: “ensure healthy lives and promote well-being 
for all at all ages” (UN, 2017). Tanzania has embraced the SDG model of harmoni- 
zation in maternal health contexts, linking not only the multiple domains that can 
impact maternal health, such as gender-based violence and male engagement in 
family planning (USAID, 2019a, b), but also better establishing integration of ser- 
vices (MoHCDGEC, 2016b, p. 10). 

Donors can support these efforts in part by directing funds to public sector initia- 
tives rather than bypassing them in favor of NGOs (Pfeiffer et al., 2008; Pfeiffer, 
2013). This is of particular importance for growing economies like Tanzania’s, 
which is expected to soon transition “beyond aid” (Whiteside et al., 2019), and is in 
line with the most recent Astana Declaration which affirms “the primary role and 
responsibility of Governments at all levels in promoting and protecting the right of 
everyone to the enjoyment of the highest attainable standard of health” (WHO, 
2018a). Whether this will come to be in Tanzania or is just another policy on paper 
remains to be seen — as Henry noted, “We have the most beautiful policies, but they 
are never put into practice.” 
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Part II 
Policy Ambivalence 


Chapter 6 A 
The Place of Traditional Birth Attendants = xx 
in Global Maternal Health: Policy Retreat, 
Ambivalence and Return 


Margaret E. MacDonald 


A Midwife by Any Other Name 


In 2002, the International Confederation of Midwives met for their triennial 
Congress in Vienna. I attended as a medical anthropologist visiting a field site: min- 
gling with participants, listening to research presentations, learning about how the 
profession was organised in different countries and hearing about the pleasures and 
challenges midwives faced in their everyday work. At a panel one afternoon, an 
Australian midwife gave a paper critical of what was at the time the relatively new 
World Health Organization (WHO) ‘skilled attendant’ policy. The WHO had offi- 
cially abandoned the training of Traditional Birth Attendants (TBAs) as a compo- 
nent of its maternal health policy and turned instead to the goal of ensuring a skilled 
attendant at every birth. The presentation had the feel of an exposé and murmurs 
began to ripple throughout the auditorium. During the discussion period, a heated 
debate broke out. Some midwives hailed the beginning of the end of community- 
level traditional birth attendants who they saw as ineffective (at best) and dangerous 
(at worst). Others decried the new policy as an act of selling out ‘their sisters’ in 
other parts of the world. Some midwives spoke positively of their experiences train- 
ing TBAs as part of their work on Safe Motherhood projects while others had come 
away from such experiences quite unconvinced. An anthropologist in the room 
weighed in, suggesting the word TBA itself was problematic. ‘It’s become pejora- 
tive’ she said. ‘If a woman attends another woman in childbirth, she is a midwife’. 
Canadian, American and New Zealand midwives stood out in their defence of TBAs 
and their criticism of the official withdrawal of support for them at the level of 
global policy. Their perspective made sense given the grassroots origins of mid- 
wifery as a social movement in these jurisdictions where midwives had often trained 
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by apprenticeship, practiced outside the formal healthcare system and had struggled 
to become recognised as legal and legitimate. Talk soon turned to the role of the 
International Confederation of Midwives on the issue. ‘I would like to see the ICM 
embrace this workforce as sisters’, stated one American midwife present. But the 
Ghanaian midwife who was moderating the session shook her head and closed the 
session, saying “TBAs should be eventually replaced entirely by midwives, even 
though midwives must try to work with them now out of necessity’. 

The next day, an ad hoc group calling itself the Committee to Promote 
Inclusiveness was struck and a meeting planned with the intention of pressing the 
ICM to develop a position statement on the TBA question. The ICM was in a diffi- 
cult position. Midwives’ professional standing was dependent on an exclusionary 
definition that had been developed with the WHO and the Federation International 
de Gynecologues et Obstetriciens (FIGO) (ICM, 2005). To acknowledge TBAs as 
their near equivalents was fundamentally at odds with the concept and parameters of 
a health profession. It was also argued at meetings I attended that such a move would 
jeopardise the standing of midwifery in the eyes of other health professions and the 
relatively recent place of the ICM at the table in policy decisions regarding major 
global maternal health initiatives. Not long after the Vienna Congress, the ICM did 
make its position clear. In 2004 the ICM signed a joint statement with the WHO and 
FIGO called ‘Making pregnancy safer: the critical role of the skilled attendant’. The 
statement defines a skilled attendant as ‘an accredited health professional — such as 
a midwife, doctor or nurse — who has been educated and trained to proficiency in the 
skills needed to manage normal (uncomplicated) pregnancies, childbirth and the 
immediate postnatal period, and in the identification, management and referral of 
complications in women and newborns’ (2004, p. 1). In this document, TBA training 
appears in a shaded box as a ‘lesson learnt’. The TBA experiment at the level of 
global maternal health policy appeared to be well and truly finished. 


Introduction 


In this chapter, I tell the story of the waxing and waning of the status of the tradi- 
tional birth attendant in global maternal health policy from the launch of the Safe 
Motherhood Initiative in 1987 to the present. Once promoted as part of the solution 
to reducing maternal mortality, the training and integration of TBAs into formal 
healthcare systems in the global south was deemed a failure and side-lined in the 
late 1990s in favour of ‘ensuring a skilled attendant at every birth’ (Starrs, 1997, 
p. 28). And yet as the opening vignette reveals, the shift in policy was a matter of 
some debate. In fact, the TBA question — whether and how to effectively engage 
TBAs in the effort to reduce maternal mortality globally — has been one of the core 
policy debates in the history of the global maternal health movement and TBAs 
continue to be regarded with deep ambivalence by many researchers and policy- 
makers at the national and global levels, not to mention front-line healthcare provid- 
ers (Campbell et al., 2016; Prata et al., 2011). In the wake of the policy shift, TBAs 
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did not go away, though the programmes to train and support them often did. Non- 
Governmental Organisations (NGOs) and national health systems focused their 
efforts elsewhere as funding dried up for such projects and research. And so began 
an era of policy retreat with regard to TBAs at the global level, which continues in 
large part today. In major statements and position papers, the training and formal 
integration of TBAs in the past appears as a policy that did not produce results, 
advisable only as a stopgap measure or last resort (Starrs, 1997; WHO, 2005). Yet 
TBAs continue to practice and participate in maternal health projects in many coun- 
tries with varying degrees of inclusion within formal healthcare systems. In contrast 
some national-level health ministries have taken strong stances, veering towards 
outright bans in national level rhetoric, if not in formal policy (Murigi & Ford, 
2010; Whitaker, 2012; Rudrum, 2016; Haruna et al., 2019).' Thus, the policy retreat 
at the global level mixed with a diversity of local realities has contributed to wide- 
spread policy and practical ambivalence and tension amongst health policy research- 
ers, practitioners and advocates who make up the global maternal health community. 

I approach the topic of the TBA question in global maternal health policy from a 
critical global heath perspective, that is, from a perspective that scrutinises the 
knowledge, policy and practice of global health with the goal of making visible the 
broader social, cultural and political context of its making. Joao Biehl’s (2007) 
notion of the ‘policy space’ captures the complexity of the shifting assemblages of 
actors and non-neutral interests out of which policymaking emerges: political ide- 
ologies, moral investments, professional interests, scientific cultures and new tech- 
nologies as well as market forces and trade agreements that structure and constrain 
the flow of money, people, ideas and goods. Critical global health scholarship shares 
much in common with the health policy and systems research (HPSR) agenda 
defined by Sheikh and colleagues (Sheikh et al., 2011) in terms of its attention to 
wider influences and micro processes that shape the multiple levels of policy deci- 
sions and practices and sees them as non-neutral (see also Biehl, 2007; Gilson, 
2012; Walt et al., 2004). In contrast to HPSR researchers who set out to study policy, 
anthropologists tend to bump into policy in the field while doing other things; in my 
case, it was while tracking the emergence of midwifery as a profession on the global 
stage. Also, anthropologists tend to focus on the local context initially and track 
policy upwards to its national or global level origins. Amongst the shared goals and 
perspectives of these critical approaches to the study of global health policy, how- 
ever, is that knowledge produced by looking critically at the making and practice of 
policy ought to inform the policymaking process itself. 

In this chapter, I focus on four key critiques of the TBA policy shift that illumi- 
nate both the limitations of the original TBA intervention that contributed to the 
shift and broader social, scientific and political context of its making, including: 


! Sierra Leone, Ghana and Malawi are all jurisdictions in which TBA practice has been banned. In 
Uganda, the strong anti-TBA stance of the government emphasised in public speeches and docu- 
ments has not been formally implemented, but the perception of a ban and news reporting around 
it has been the source of confusion and fear amongst TBAs, birthing women and healthcare provid- 
ers (Rudrum, 2016). 
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one, that the evidence cited to underpin the policy shift was weak and inconclusive; 
two, that the original TBA component itself was flawed in its failure to account for 
cultural specificity; three, that the political and economic context of the first decade 
of the Safe Motherhood Initiative (SMI) that constrained its implementation was not 
taken into account; and four, that the reorganisation of the Safe Motherhood move- 
ment at the global level demanded a new humanitarian logic that had no room for 
the figure of the traditional birth attendant. I present these critiques not only as 
backdrop for the TBA debates but as a way to illuminate the forces that shape the 
complex policy space of global maternal health policy. 

Some scholars have begun to call for ‘the return of the traditional birth attendant’ 
as a partner in the effort to improve maternal health globally (Lane & Garrod, 2016). 
Meanwhile, a growing number of NGOs are re-engaging TBA-like community 
health actors as important players in the deployment of new technologies and drugs 
for maternal health alongside nurses, midwives or physicians or in some cases on 
their own. In the final section of this chapter, I track the TBA question to the present, 
observing that the once polarising figure of the TBA has been re-engaged by a set of 
trends in global health more broadly, including the push for new technological inno- 
vations, the rise of evidence-based medicine and advocacy, and the new self-care 
agenda of the WHO. 


The Traditional Birth Attendant: A Global Health Invention 


As early as 1975 the TBA was defined in WHO guidelines as ‘a person (usually a 
woman) who assists the mother at birth, and who initially acquired her skills deliv- 
ering babies by herself, or by working with other TBAs’ (Verderese & Turnbull, 
1975, p. 18). UNICEF and other UN agencies, and national ministries of health had 
been training TBAs for decades and several international and regional technical 
consultations had been undertaken by the WHO in the 1970s to explore the potential 
of traditional birth attendants as resources in the domain of maternal health, as a 
way to extend the reach of limited health services in developing countries (Mangay 
Maglacas & Simons, 1986; WHO, 1979; WHO, 1985). 

The launch of the Safe Motherhood Initiative (SMI) by the World Health 
Organization, the World Bank and the United Nations Population Fund (UNFPA) in 
1987 formalised and extended the training and integration of TBAs throughout the 
Global South as a component of a larger package of activities including greater 
access to family planning, the upgrading of perinatal services to approximate west- 
ern biomedical standards (especially in the area of emergency obstetric care) and 
making improvements in the scope and quality of education for midwives and TBAs 
(Starrs, 1987; WHO, 1994). The Safe Motherhood Declaration challenged all 
nations of the world to halve their maternal mortality figures by the year 2000. The 
TBA component of the SMI was in keeping with the comprehensive Primary Health 
Care (PHC) vision of Alma Ata, which had sought to decentralise healthcare ser- 
vices in part by recognising the importance of local knowledge and valorising the 
participation of local practitioners — including traditional medical practitioners and 
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birth attendants (WHO, 1978). As the practical guidelines for implementing Safe 
Motherhood programming — a document called the Mother Baby Package — stated, 
‘[iJn countries were TBAs attend a large proportion of home deliveries, training 
courses can be effective in upgrading their knowledge. Training of TBAs should be 
seen as a way of bridging the gap until all women and children have access to 
acceptable, professional health services’ (WHO, 1994, p. 15). 

Commentaries, reports and discussion papers throughout the late 1980s and 
early 1990s take a measured but positive approach to TBAs as part of the SMI. A 
World Bank discussion paper, for example, situates TBAs as potentially effective 
with training and liaison (1993 p. 15) and goes on to list the tasks and skills envi- 
sioned for them: being trained to conduct uncomplicated deliveries, reduce infec- 
tions, detect complications of pregnancy and make referrals to skilled providers in 
the formal healthcare system when necessary. Over the next decade, thousands of 
women throughout the Global South — some with experience attending births and 
some without — were identified, trained and deployed as TBAs. They were meant to 
be linked to healthcare facilities and receive collaboration and support from local 
higher-level healthcare providers. 

In 1997, top international reproductive health policymakers, researchers and 
stakeholders met in Colombo, Sri Lanka for a Technical Consultation on the 
SMI. After a decade of policy implementation, maternal mortality rates in most 
impoverished countries remained unchanged. The technical consultation report, 
The Safe Motherhood Agenda: Priorities for the Next Decade (Starrs, 1997) 
reflected on the first ten years of the SMI and specified 10 priorities for the next 
decade of policy development and intervention. Amongst them the priority to 
‘Ensure skilled attendance at delivery’ was identified as the ‘single most critical 
intervention’ for safe motherhood (Starrs, 1997, p. 28). As defined in this docu- 
ment, ‘A skilled birth attendant can be a midwife, a nurse with additional mid- 
wifery education, or a physician with appropriate training and experience, but does 
not include traditional birth attendants’ (Starrs, 1997, p. 29; See also, WHO, 1985). 
The report from the SMI summarised the scant evidence that existed and con- 
cluded that TBAs were ‘proven’ to be ‘not effective’ in reducing rates of maternal 
mortality and that training them was a waste of resources (Starrs, 1997, p. 30). 
Some responsibility was placed on the TBA component of the original SMI as one 
of the weak links in the overall programme due to their illiteracy and lack of 
uptake of scientific knowledge. Historical evidence that improvements in MMR 
were only realised in other nations with the advent of comprehensive primary 
healthcare services with professional providers — including emergency obstetric 
care — was also brought to bear on the decision (Loudon, 1992; de Brouwere 
et al., 1998).? 

More nuanced versions of the evidence later emerged. Bergstrom and Goodburn 
(2001) reported on a small range of studies which showed the limitations of what 


For a nuanced discussion of the uses of historical evidence in SMI advocacy, see Behague and 
Storeng, 2013. 
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TBAs could do in constrained circumstances as well as how they could be part of 
successful comprehensive approaches. They also noted the near impossibility of 
correlating TBA inclusion or exclusion to mortality outcomes given the absence of 
vital registration systems in most countries at that time. They concluded that TBAs, 
while still the main caregivers for vast numbers of women, should be given low 
priority. Likewise, van Lerberghe and De Brouwere, in their analysis of the existing 
literature, while sympathetic to some of their ‘other merits’ ultimately discredit 
TBAs on three counts: their ‘resistance (or inability) to change’, ‘their lack of cred- 
ibility in the eyes of the health professionals’ and ‘the de facto impossibility to 
organise effective and affordable supervision’ (2000, p. 19). A close look at this 
statement reveals that all three points have not to do with TBAs but with health 
providers’ attitudes and health systems’ weaknesses. Their conclusions nevertheless 
align with the official position of the technical consultation report. 

A new initiative was subsequently launched called ‘Making Pregnancy Safer’ 
which explicitly marginalised the TBA component of the SMI in favour of the goal 
of ensuring a ‘skilled attendant at every birth’ (WHO, 2004) employing a definition, 
like the one offered above, which excludes TBAs (Safe Motherhood Interagency 
Group, 2002). The new initiative also promoted birth in health facilities rather than 
in the community. In the years following the shift, the narrative of disappointment, 
failure and lessons learnt on the TBA component of the SMI solidified in both 
global health policy documents and the research literature on TBAs.* For example, 
in a shaded box entitled ‘Traditional birth attendants: another disappointment’ in the 
2005 World Health Report, the authors look back on the TBA component of the 
SMI with these words: “The strategy is now increasingly seen as a failure. It will 
have taken more than 20 years to realise this and the money spent would perhaps in 
the end have been better used to train professional midwives’ (WHO, 2005, p. 70; 
see also Adegoke & van den Broek, 2009). 


Critical Perspectives on the TBA Policy Shift 


As the opening vignette from the ICM reveals, the official end of policy support for 
the TBA component of the SMI was a matter of deep ambivalence for professional 
midwives. It continued to be a question for further discussion and debate in the 
scientific community as well. Anthropologists, midwife-scholars and global health 
researchers have all been involved in aspects of the debate, four key themes of 
which I present below: one, that the evidence cited to underpin the policy shift was 
weak and inconclusive; two, that the original TBA component itself was flawed in 
its failure to account for cultural specificity; three, that the political and economic 
context of the first decade of the SMI was not taken into account to explain the 


3 Storeng (2010) and Béhague and Storeng (2013) use the term ‘narrative of failure’ to refer to the 
characterisation of the SMI more broadly. 
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failure of TBAs to reduce maternal mortality; and four, that the reorganisation of the 
Safe Motherhood movement at the global level demanded a new humanitarian logic 
that had no room for the figure of the ‘traditional’ birth attendant. 


A Question of Evidence 


As I described in the previous section, in the report of the technical meeting held in 
Colombo, Sri Lanka in 1997 to evaluate the first decade of the SMI, it was argued 
that the withdrawal of support for TBA training was based on evidence that TBAs 
had been ineffective in reducing maternal mortality as measured by the lack of 
reduction in the global maternal mortality ratio (MMR) over the previous ten years 
(Starrs, 1997; see also Starrs, 2006). Yet research on the effectiveness of training 
TBAs at that time was quite limited. Studies were varied in focus, and collectively 
the message they delivered was mixed and inconclusive. 

Some scholars reviewing this evidence responded directly to the question of evi- 
dence upon which the policy shift was said to be based. For example, midwife 
scholar Sue Kruske and anthropologist Lesley Barclay published a paper not long 
after the ICM Congress arguing that the new policy was misguided: first, they 
argued that a focus on a single indicator — the MMR - was a gross reduction of the 
idea of effectiveness. Second, they noted that by narrowly focussing on the ‘obstet- 
ric skills’ in the new skilled birth attendant (SBA) definition (which TBAs did not 
possess) the policy ignored other skills and expertise that they did possess — social 
and cultural skills, in their words — which they argued did contribute to the less 
reductionist goal of improving maternal health care (Kruske & Barclay, 2004). 

Echoing this observation about the narrowness of the goal, nursing and public 
health scholar Lynn Sibley and colleagues published a series of summaries and 
systematic reviews of the evidence concerning TBAs in the early 2000s that added 
nuance to the understanding of their roles and potential in maternal and child health. 
A 2004 meta-analysis of studies looked not at whether TBA training reduced mater- 
nal mortality per se, but as ‘a behaviour change strategy to increase women’s use of 
[antenatal care] services provided by skilled health professionals’ (Sibley et al., 
2004, p. 298). Despite noting variations in how TBAs were trained in the studies 
they looked at, the authors found significant positive associations between trained 
TBAs and antenatal care (ANC) attendance, concluding that “‘TBAs could play an 
important role in influencing women’s ANC attendance in settings where TBAs are 
respected, active, and where their activities extend beyond birthing services to 
include health promotion in the community at large’ (2004, p. 303). Sibley & Sipe’s 
2006 study on the effectiveness of TBA training demonstrated that it was associated 
with ‘moderate to large improvements in behaviours relating to selected intrapartum 
and postnatal care practices and small but significant decreases in perinatal mortal- 
ity’ (2006, p. 474). They concluded with the argument that TBA training in settings 
where women do not have access to properly staffed or stocked facilities is an 
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ethical imperative. Other research showed the promise of TBAs as conduits for 
health promotion (Eades et al., 1993) and referrals (O’ Rourke, 1995). 

As existing evidence on TBA participation in the SMI was reviewed and synthe- 
sised and new studies emerged, a scientific narrative began to emerge that countered 
the narrative of disappointment, failure and lessons learnt. It called for research that 
could illuminate the work of TBAs, the content of their training programmes and 
their relationships with the formal healthcare system with more nuance and speci- 
ficity. It proposed different questions that looked at how TBAs could increase the 
use of ANC with skilled providers, for example, rather than trying to demonstrate a 
direct correlation between TBAs and the reduction of maternal mortality ratios. 

In addition to the call for generating new evidence there was a call for a change 
in perspective. As Sibley, Sipe and Koblinsky wrote: “There is an urgent need to 
improve capacity for evaluation and research on the effect of TBA training pro- 
grams and other factors that influence women’s use of ANC’ (2004, p. 298). It was, 
in effect, a call for turning the lens back onto science and policymakers themselves 
for their failure to understand the roles TBAs played and might play in locally vari- 
able maternal healthcare landscapes. Kidney et al. similarly concluded that 
community-level strategies had yet to be properly evaluated and recommended fur- 
ther study on how interventions involving TBAs actually work in a range of specific 
contexts (2009, p. 8). The discussion sections of several such studies are careful to 
refer to the original vision of TBA training and integration within the SMI: that 
TBAs had been meant to work as points of articulation between communities and a 
functioning healthcare system — including emergency obstetric care — extending its 
reach rather than as primary care practitioners responsible for the reduction of the 
national MMR. This scientific counter narrative, formed in the wake of the policy 
shift, was that it was lack of appropriate evidence that had doomed the TBA compo- 
nent of the SMI. 

The fulfilment of this research agenda to look more closely at the work of TBAs 
in their local contexts in order to build a robust, context-specific evidence base was 
soon overshadowed, however, by two powerful, inter-related trends in the broader 
global health research field. First was the rise of evidence-based medicine (EBM), 
that is, the use of systematically derived clinical evidence to guide clinical practice 
and the concomitant rise of evidence-based policy-making (EBPM) to guide the 
selection and implementation of interventions and their evaluation. Second was the 
demand for more and better metrics to describe and compare in quantitative terms 
the scope of various global health problems and the interventions used to address 
them. Both trends were sector wide and had the effect of shifting research focus 
back towards the evaluation of targeted interventions rather than comprehensive 
analyses and strengthening of health systems which was roundly acknowledged as 
the key to ensuring safe motherhood (Storeng, 2010). “Playing the numbers game’ 
was a calculated advocacy strategy within the global maternal health community to 
reframe the problem of maternal mortality and its solutions in ways that would 
appeal to political decision makers and funders (Storeng & Béhague, 2014). Better 
quantitative data made the sheer magnitude of the problem of maternal mortality 
globally — and disparities between nations — into numbers that were hard to ignore. 
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Maternal mortality ratios and related indicators could also be deployed as a tool of 
accountability against governments (Adams, 2016; Wendland, 2016). The EBM 
paradigm already had caché in University-based research cultures and the lack of an 
evidence basis for much of obstetrics in high-income nations prior to this time 
added to the pressure to demonstrate the evidence basis for interventions into mater- 
nal health in global health settings (Campbell & Graham, 2006; Storeng, 2010). By 
taking up EBM and endorsing the pursuit of better metrics, the global maternal 
health advocacy community was able to legitimise and secure the profile of the 
cause on the global stage. In 2000 the reduction of maternal mortality was named as 
one of the Millennium Development Goals — but that same context, as Storeng and 
Béhague (2014) have argued lead to the ‘technocratic narrowing’ of the SMI in 
terms of the means by which the goal would be accomplished, tending strongly 
towards quick fixes and vertical interventions rather than comprehensive health sys- 
tems improvements into which TBA-like providers might fit and where their contri- 
butions might be evaluated through research. 


Flaws in the Original TBA Intervention 


Anthropologists had another critique of the policy shift: they argued that TBAs had 
not been properly understood in the first place and therefore were not deployed in 
ways that were appropriate or useful. As the TBA experiment under the auspices of 
the SMI unfolded, anthropologists researching midwifery and childbirth around the 
world were in the position to contribute evidence about the roles TBAs were already 
playing in various settings and what roles they could be expected to play in improv- 
ing maternal health and reducing suffering and death. On the one hand, anthropolo- 
gists had documented a vast range of practices and practitioners of birth — and yet 
they also tended to be in support of the idea of a category of person resembling the 
TBA. Variously called traditional midwives, parteras, matrones, community mid- 
wives, apprentice-trained midwives and many other local names, anthropologists 
generally sought to illuminate their contributions to maternal and infant health as 
well as social well-being (Cosminsky, 1977; Jordan, 1989; Laderman, 1983; 
Sargent, 1989). 

Anthropologists were also in a position to contribute descriptive evidence about 
TBA training programmes and related interventions. Even before the launch of the 
SMI, Brigitte Jordan, for example, had described ineffective and inappropriate 
methods used in the training of Maya midwives in the Yucatan: didactic rather than 
hands-on learning, lack of cultural sensitivity by trainers towards parteras and no 
follow-up (1978). As the SMI got underway a decade later such critiques continued 
to surface. Carol MacCormack (1989) described how the SMI guidelines for identi- 
fying women to be trained as TBAs did not consider factors of ethnicity, caste, 
language, religion or kinship — which can often figure more significantly than train- 
ing in the choice of a birth attendant. In my own work I have described the ill-fit 
between the scope of practice for TBAs imagined by global policy and local 
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realities in Malawi where TBAs were assumed to be in the best position not only to 
catch babies but also to give prenatal care and contraceptive advice when in fact 
these tasks were neither traditional nor — in the case of dispensing contraceptive 
advice — appropriate to their scope of practice. Consequently, they refused to carry 
them out (MacDonald, 2017). Additionally, scholars noted that government minis- 
tries and NGOs often favoured training programmes for TBAs more for economic 
and political reasons than out of regard for traditional knowledge (Viisainen, 1992) 
and because trainings could be counted to demonstrate SMI activity regardless of 
the quality of the training or any outcomes it produced (AbouZahr, 2003). Thus, 
trainings were implemented in a ‘selective’ rather than ‘comprehensive’ way. 

Some anthropologists called into question the very notion of a TBA. Stacy Leigh 
Pigg (1997), for example, noted that in Nepal there was no local equivalent of the 
TBA; the women who came forward to receive training under SMI programmes had 
no special clinical experience or expertise with childbirth; rather, they attended 
births as ritual specialists, while the maternal kin of the birthing women handled the 
labour and delivery. TBAs in Nepal, Pigg argues, had to be ‘invented’ to fit SMI 
activities and ultimately functioned in service of the development paradigm rather 
than in the lives of women and newborns. Denise Roth Allen observed something 
similar in Tanzania in Sukuma communities, in which many women gave birth with 
female relatives or alone and there was no distinct tradition of midwifery. By her 
reckoning one third of women trained as TBAs by a local SMI project that she stud- 
ied in the 1990s had never attended a birth before. It is no wonder, she concludes, 
that local women perceived the newly designated TBAs as risks rather than assets 
and that the entire scheme failed to produce the results policymakers and programme 
planners had hoped for (1994, p. 115). 

This body of anthropological research speaks to flaws in the original SMI policy 
and its implementation rather than the failure of TBAs to learn or practice in helpful 
ways. In sum, anthropological knowledge indicated the variability of birth culture 
and birth attendants around the world and thus the imperative of policies that could 
grapple with the particulars of a setting rather than the imposition (however well- 
intentioned) of an ideal model. What I call the ‘universal TBA’ (MacDonald, 2017) 
is an example of Olivier de Sardan et al.’s ‘traveling model ... developed by inter- 
national experts and introduced in an almost identical format across numerous 
countries to improve some aspect of maternal health systems in low-and middle- 
income countries’ (2016, p. 71). When confronted with actual contexts in which 
these standardised models are supposed to function, their argument continues, it 
results in ‘drifts, distortions, dismemberments and bypasses’ (2016, p. 71). The uni- 
versal TBA, I suggest, also assumes a universal ‘third world woman' (Mohanty, 
1991) whom we are to assume prefers the TBA for reasons of culture and tradition, 
rather than as a rational assessment of risks presented by inexperienced and poorly 
trained birth attendants, on the one hand, and treacherous and costly trips to poten- 
tially understocked and understaffed health facilities, on the other. 

The irony is that the SMI had tried to acknowledge and incorporate local systems 
of birth attendance rather than stamp them out. But the local imagined by the SMI 
was paradoxically too general; the TBA was imagined as a universal type. Not only 
did the focus on the universal characteristics of traditional birth attendants 
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problematically essentialise roles for both childbearing women and birth attendants 
in diverse cultural settings, but the invention and implementation of the universal 
TBA had more insidious consequences as well. Women’s inability or unwillingness 
to conform to roles designated for them by SMI policy was construed as their inabil- 
ity or unwillingness to modernise. A consequence of this traveling model not work- 
ing to plan was that blame was cast not on the model itself, but on those who were 
meant to model it. Thus, TBAs came to be seen as obstacles to development — as 
vestiges of underdevelopment — for their failure to take on these new roles desig- 
nated for them by SMI policy. In global health the notion of tradition as a ‘cultural 
barrier’ to change has often functioned as a stand-in for the decision-making pro- 
cesses of real people in constrained circumstances when their decisions do not 
resemble a biomedical itinerary. Anthropologist Didier Fassin (2012, p. 172) calls 
such explanations in humanitarian and development settings ‘culturalist’ arguments 
in which social facts are decontextualised and represented as timeless cultural 
traits — a way of thinking that bears resemblance to colonial ideas about racialised 
others as unmodern. Such ‘static models’ of culture also travel throughout health 
development thinking and policy. 


The Global Political and Economic Context of the Safe 
Motherhood Initiative 


The Safe Motherhood Initiative and the activities that it set in motion all took place 
in steadily worsening economic times, including Structural Adjustment Programs 
(SAPs) imposed by the World Bank starting in the 1980s that limited the proportion 
of government spending on health in already debt-ridden nations (Chorev, 2013; 
Kim et al., 2002; Keshavjee, 2014). This context, in combination with the ascen- 
dency of a neoliberal ideology (which I discuss below), undermined the implemen- 
tation of a comprehensive PHC model and promoted a model of selective primary 
health care. The result was the promotion of TBA training, without simultaneously 
developing professionalised midwifery and strengthening health systems to deliver 
emergency obstetric care. This meant that health infrastructures that were inade- 
quate before the SMI were still inadequate or worse — understaffed, under resourced, 
without emergency transport or services (Clark, 2016). How could TBAs be 
expected to ‘succeed’ in such conditions? The introduction of user fees for primary 
care services, including maternity care, stemming from the Bamako Initiative may 
also have encouraged women to continue to seek care from TBAs in the community 
rather than from trained providers in the formal healthcare system, and to delay 
referrals (Dzakpasu et al., 2014). 

To the extent that politics and economics were understood as factors in the lack 
of progress in the reduction of the MMR during the first decade of the SMI, it was 
not in terms of structural violence — Paul Farmer’s adaptation of Johan Galtung’s 
term which links the deeply historical and politically created worldwide system of 
inequality and exploitation to real effects on health today in that it structures basic 
access to food, clean water and health care (Farmer, 2004; Galtung, 1969; Keshavjee, 
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2014). Rather, the role of politics was understood in terms of the narrower and more 
tractable idea of “political will’ to acknowledge the problem of maternal mortality 
and to prioritise and direct resources to it. Lack of political will certainly was a 
problem for the Safe Motherhood Initiative during the first decade of its existence 
(Horton, 2010) and efforts in this area have paid off as the profile of the issue has 
risen significantly and policy and funding commitments by world leaders and major 
philanthropic organisations have been greatly scaled up (MacDonald, 2019; 
Shiffman & Smith, 2007; McDougall, 2016; Storeng, 2010). Thus, the problem of 
political will was (and has been) more successfully tackled than the problem of poli- 
tics writ large and historically deep. But without a view (and critical analysis) of the 
bigger picture it was much easier to conclude that TBAs were simply unable or 
unwilling to fulfil the roles set out for them by the SMI. 

The first decade of the SMI also coincided with the HIV/AIDS pandemic across 
the global south. Because HIV-infected pregnant women are at increased risk of 
dying during pregnancy and the postpartum period (Calvert & Ronsmans, 2013; 
Lathrop et al., 2014), the pandemic took a direct toll on the MMR in many coun- 
tries. Moreover, caring for HIV/AIDS-affected family members exhausted domestic 
finances and care networks within families and communities making them less able 
to direct care and resources to maternal health. The tremendous burden of HIV/ 
AIDS that fell on already weak healthcare systems in turn hampered the care of 
pregnant and labouring women. 

Despite the impact of these forces within communities and on nations struggling 
to reduce maternal mortality, they did not figure in the dominant narrative of the first 
decade of the SMI in general, nor on how the TBA component specifically had 
fared. For example, Barbara Kwast, a Dutch midwife and research scientist in the 
Maternal and Child Health unit of the WHO in the 1980s and 1990s (1993) men- 
tions briefly the burden of the HIV epidemic on midwives as workers in her keynote 
address to the 1993 meeting of the ICM in Vancouver but does not address the direct 
or indirect impact of HIV/AIDS on the lives and deaths of pregnant women. The 
link between safe motherhood and HIV was sometimes noted (Starrs, 2006) and 
later commentators chided the global maternal health community for the lack of 
attention to this relationship (Mataka, 2007), but it did not figure prominently in the 
analysis of the SMI. 


A New Humanitarian Logic with no Room for the Figure 
of the Traditional Birth Attendant 


In the late 1990s, the Safe Motherhood movement underwent an internal reorgan- 
isation resulting in a new advocacy coalition and new set of donor partnerships 
including private corporations, bilateral aid organisations, universities and philan- 
thropic foundations. Known as the Partnership for Safe Motherhood and Newborn 
Health, this new coalition was an expansion of the Inter Agency Group that had 


6 The Place of Traditional Birth Attendants in Global Maternal Health: Policy Retreat... 107 


been in place since the launch of the SMI in 1987. The new Partnership diluted the 
authority of UN agencies, shifting some power to the private sector and made non- 
profit organisations responsive to a new set of expectations around evidence, pro- 
gramming and evaluation (McDougall, 2016; Storeng & Béhague, 2016). I have 
already spoken about the shift to the EBM paradigm in global health. In this section, 
I address how the rise in influence of private sector players through partnerships 
contributed to a distinct reframing of the problem of maternal mortality and its solu- 
tions in what may be described as ‘neoliberal terms’, that is, when the benefits of 
health and health care are understood in economic terms such that the goal of health 
is to enable citizens to optimise human productivity and economic development 
(Chorev, 2013). In the maternal health sector, the neoliberal turn in global health 
manifested in what I have called elsewhere the ‘economization of maternal survival’ 
(MacDonald, 2019, p. 266). Under this frame, the effort, time and money to address 
the problem of maternal mortality were argued as worthwhile not in terms of a 
moral response to human tragedy so much as an investment in the economic poten- 
tial of women as individuals to contribute to their families, communities and nations 
(see also Murphy, 2017). Closely related to arguments about the importance of 
maternal health for economic development was the use of economic cost- 
effectiveness evidence to show that safe motherhood interventions were a good 
“global health buy” (Storeng & Behague, 2014, p. 10). As AbouZahr has com- 
mented in her review of the history of the SMI, to gain traction at the global level 
advocates had to tell ‘a story of progress’ (2001, p. 407). Traditional birth atten- 
dants, by their very name, were out of place in this reframing of maternal health as 
something that would be achieved by the modernisation of social policy and law and 
the transformation of women’s subjectivity. Indeed, they were a barrier to appeals 
for wider engagement that investing in maternal health was an investment in 
the future. 

Lori McDougall (2016) has observed how the global maternal health community 
began to cohere around this new shared policy agenda in the early 2000s, manifestly 
visible in the tag line for the most influential women’s health and rights organisation 
in the world, Women Deliver: “Invest in Girls and Women. It pays’. Realising the 
need to appeal to political and policy leaders and private donors in new ways, the 
global maternal health community was strategic in taking up this ‘neoliberal turn’ 
in which individual and collective health would be achieved through economic 
growth rather than direct government interventions in social, health or education. 

Just prior to this reconfiguration into the Partnership, the Inter-Agency Group 
had undergone another change which also impacted its stance on the TBA question. 
In 1999 the IAG had expanded to include for the first time two professional associa- 
tions: the International Confederation of Midwives and the International Federation 
of Obstetricians and Gynaecologist (FIGO); representatives from both associations 
had been present at the Technical Consultation in Colombo in 1997 when the policy 
shift had been made. The vignette with which I opened this chapter reveals the ten- 
sions within midwifery as an internationalising profession at this time which played 
out in the TBA debate. On the one hand, midwives were relative latecomers to the 
global policy table; despite the fact that they comprise the vast majority of skilled 
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maternity care providers in the world, the midwifery profession had not up to this 
point been a major global policy player (Varney et al., 2004; MacDonald, 2005). 
Nor had their skills been recognised as essential to the reduction of maternal mortal- 
ity in the policy documents of the 1970s and 1980s (Kruske & Barclay, 2004). The 
struggle for professional legitimacy on the global stage and at the highest level of 
global policy — a thoroughly biomedical space (Chorev, 2013) — lay in tension with 
the critique of medicalised childbirth by midwives in many jurisdictions, but espe- 
cially Canada, the US and New Zealand where midwives had mounted campaigns 
for direct entry into the profession and advocated the safety of home birth and other 
non-interventionist approaches which mainstream medicine tended to oppose 
(Bourgeault, 2006; MacDonald, 2007). This was the landscape of the debate about 
the inclusiveness of the term midwifery which broke out at the ICM in Vienna in 
2002, when some midwives present insisted that all women who attend births are 
midwives and in contrast to the ICM and national midwifery associations positions 
which aligned with the high level policy making process and the skilled attendant 
policy. These changes to the make-up and priorities of the global maternal health 
advocacy coalitions are part of the broader context of the TBA policy shift. 


Conclusion: The Return of the Traditional Birth Attendant? 


Recently there have been calls for the ‘return of the traditional birth attendant’ in 
global maternal health, on the grounds that it makes practical and pragmatic sense 
not only as a last resort or stopgap measure when there is no trained or accessible 
personnel but also as a permanent feature of maternal health systems (Lane & 
Garrod, 2016; see also Byrne & Morgan, 2011; Prata et al., 2011). TBA-like provid- 
ers are being re-positioned by such calls as part of the solution rather than as part of 
the problem and the range of tasks and roles (re)imagined for them is multiplying. 
Part of this conversation is being driven by research. The volume and disciplinary 
diversity of research on TBAs in terms of questions, methods and theoretical per- 
spectives indicates that the evidence to evaluate the work of TBAs as part of health 
systems has been gaining traction over the last two decades even as TBAs were 
officially out of favour (See also Blanchard et al., 2019). Byrne and Morgan (2011), 
for example, have shown through a systematic review of the evidence that appropri- 
ate integration of traditional birth attendants within formal health systems as part- 
ners to skilled providers actually increases the use of skilled attendance rather than 
the other way around, as has often been asserted. Miller and Smith (2017) reviewed 
models by which TBAs can be partnered with skilled providers and attention be 
paid to local implementation factors required to ensure their success. TBAs did not 
disappear from communities with the policy shift to the skilled attendant, nor did 
research about them. Calls for their ‘return’ speak, in part, to the meaningful, evi- 
dence-based reintegration of TBAs into policy at the highest levels. 

A key example of this policy return is the 2012 WHO guidelines on optimising 
health worker roles to improve access to key maternal and newborn health 
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interventions. Known as the OptimizeMNH, these guidelines endeavour to tackle 
the issues of the global health worker crisis that are hampering improvements in 
rates of skilled attendance at births globally (WHO, 2012). Drawing on evidence 
that demonstrates their appropriate and effective utilisation of a number of skills 
normally reserved for higher level ‘skilled’ providers, such as the administration of 
misoprostol at births in the community for the prevention of postpartum haemor- 
rhage, the authors conclude that trained TBAs ‘can play an important role in improv- 
ing maternal and newborn health’ (WHO, 2012, p. 9; see also Colvin, 2021). 

Does the growing evidence base, and the authority it lends high level guidelines 
such as the OptimizeMNH, signal the end of policy ambivalence regarding TBAs? 
Yes and no. TBA bans remain in place in many jurisdictions, and the problems that 
have long plagued the potentially helpful work of TBAs — lack of meaningful train- 
ing and integration, lack of respect, lack of remuneration — remain. But perhaps it is 
fair to say that global level maternal health policy on TBAs is no longer in retreat; it 
appears that the conversation is changing. For example, the OptimizeMNH guide- 
lines contain a number of noteworthy recommendations and rationales, some of 
which relate to the critiques I have presented in this chapter. First, the Optimize MNH 
document imagines the participation of TBAs not as a stopgap measure until the 
healthcare worker shortage can be rectified and health facilities everywhere can be 
adequately staffed and stocked. Rather it recommends changes in the distribution of 
biomedical authority in a way that makes room for the permanent inclusion of com- 
munity level health workers who specialise in pregnancy and birth care or accompa- 
niment — whether they are called TBAs or not — to perform an expanding number of 
skills that can improve and even save the lives of women in pregnancy, childbirth 
and the postpartum. Second, we see in this document the language of equity in 
access to health care — an idea that was present in the original SMI that envisioned 
TBAs as providers who would extend and enable access to maternity care to under- 
served populations while maintaining safety (2012, p. 2). This idea has been held 
aloft in some significant corners of the scholarly debate about TBAs where the sup- 
port and expansion of their roles has been described as an ‘ethical imperative’ in the 
absence of other options, and even in the presence of other options (Prata et al., 
2011; Lane & Garrod, 2016). 

It is also noteworthy that many of the skills being shifted to TBAs in these rec- 
ommendations are enabled by another significant trend in global health: the new 
mandate for simple, high-impact and low-cost solutions that can function well in 
low resource settings. What anthropologist Tom Scott-Smith calls the ‘innovation 
movement’ (2016) in global health has given rise to many point-of-use technologies 
in reproductive and maternal health specifically, including portable hand-held ultra- 
sound machines, anti-shock garments, cell phone apps to track antenatal care or 
screen for high blood pressure, and prefilled, single-use syringes for the delivery of 
long-acting reversible contraceptives (LARCs) as well as new protocols that allow 
for the use of pharmaceuticals such as misoprostol by community-level providers. 
These developments are notable for the way that they push the normative boundar- 
ies of authoritative knowledge and practice in biomedicine — and go hand in hand 
with the task shifting policies brought by the WHO (2008, 2014, 2015a, b). The case 
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of misoprostol use by community level providers is a prime example of how point 
of use biomedical technologies can support task shifting (MacDonald, 2020). 
Another example is the growing use of cell phones by TBAs within local maternal 
health projects which research is beginning to show can improve antenatal atten- 
dance and referrals (Martinez et al., 2018), strengthen healthcare systems (Labrique 
et al., 2020) and enhance the mutual respect between TBAs and skilled providers 
(MacDonald & Diallo, 2019) — the lack of which Miller and Smith (2017) identify 
as an implementation barrier. The role of new technologies is also evident in the 
new WHO ‘self-care’ agenda for sexual and reproductive health and rights — 
launched in June 2019 — which also involves a decentring of the facility and profes- 
sional health provider as the sole locus of clinical care (WHO, 2019) and the 
promotion of more evidence-based interventions that can be utilised by community- 
level providers and women themselves. There is a certain irony that high-tech inno- 
vations have been catalysts for the re-engagement of TBA-like providers in the goal 
of improving maternal health, when in the past it was the perception of their inabil- 
ity or refusal to modernise that helped push them so low on the policy agenda. It is 
important to note, however, that despite the techno optimism involved in this trend, 
the balance between safe care and ‘self-care’ in maternal health will have to be care- 
fully worked out. Relatedly, careful attention to the concomitant scale-up of, and the 
inter-relationships between, community and facility-based MNCH services is also 
needed (see McCoy et al., 2010, p. 91). 

The policy space of global maternal health in which the TBA is being reimagined 
and deployed as an asset to global maternal health has been informed and animated 
by an array of shifting players, evidence and ideas as well as innovations in bio- 
medical and communications technology. Many challenges remain. For example, 
even as estimates from the WHO suggest that community health workers (CHWs) 
in maternal health roles fulfil 17 trillion dollars’ worth of healthcare service a year, 
these workers are usually unpaid and often undervalued (Punjabi, 2019; see also 
Unnithan, 2021). Significant improvements in the delivery of maternal health care 
still needed in so many locales will not be realised by the return of the TBA, in any 
form, alone without health systems strengthening, a true reckoning with local con- 
text, greater understanding of and respect for women’s choices of care giver and 
place of birth, and equity in access to quality maternal health care everywhere. 
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Chapter 7 A 
Conflicted Reproductive Governance: geat 
The Co-existence of Rights-Based 

Approaches and Coercion in India’s 

Family Planning Policies 


Maya Unnithan 


Introduction 


The late 1990s saw a shift in the implementation of Indian health and population 
policies from a focus on fertility control in its Family Planning programme towards 
arights-based and choice- and participation-oriented Reproductive Health approach. 
On the ground, in everyday contexts of service provision, this meant an abolition of 
‘targets’ (numbers of women to be sterilised monthly and annually) set by the state 
for community health workers. On the face of it, the adoption of a ‘target-free 
approach’ relaxed state surveillance of poor pregnant women and released health 
workers from the burden of achieving a set number of cases over a specified period, 
a regulatory mechanism through which they were held to account (Ramasubban & 
Jejheebhoy, 2000; Visaria, 2000). Instead of actively pursuing tubectomy cases, 
staff at health centres and sub-centres were to focus instead on the provision of a 
choice of contraceptive options, offering reversible methods (condoms, pills, intra- 
uterine devices) alongside sterilisation. Popularly known in health policy parlance 
as the ‘cafeteria approach’ to contraception (GOI, 2007), the practice came to sym- 
bolise the significant shift from a population to a people-centred policy approach to 
maternal and reproductive health. 

In this chapter I examine the processes, contradictions and outcomes that accom- 
panied such a critical and important shift in population policy and what this reveals 
about the dynamics of reproductive governance in India. I build on the concept of 
reproductive governance as the ‘subject making powers of moral regimes directed 
towards reproductive behaviours and practices’ (Morgan & Roberts, 2012, p. 244) 
in the context of the Indian state’s long embrace of rights-based, empowerment 
approaches in its development practice. Drawing on ethnographic work on maternal 
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and reproductive health in the state of Rajasthan in Northwest India from 1998 to 
the present, and more recently with policy makers, health professionals and NGOs, 
I suggest that the discourse of rights in the area of maternal and reproductive health 
speaks more to processes of State empowerment than to enhancing reproductive 
autonomy among claimants on-the-ground. Participatory forms of policymaking 
and rights discourse have instead helped to transform the State itself into an ‘activ- 
ist’ institution in terms of its modus operandi and rights advocacy work (Biehl, 
2004; Unnithan, 2019; Unnithan & Heitmeyer, 2014).! 

The main policy focus in the chapter is India’s axiomatic National Population 
Policy (NPP) of 2000 (GOI, 2000), which is examined alongside a set of reproduc- 
tive and child health policies in India (RCH-I and RCH-ID) implemented between 
1997 and 2005, and the policy of Safe Motherhood (Janani Suraksha) actioned 
under the National Rural Heath Mission (NRHM) of 2005. Drawing on intersec- 
tional, feminist and Foucauldian analysis in the domain of population governance 
(Greenhalgh, 2005; Morgan & Roberts, 2012; Ram, 2001; Das, 2015; De Zordo, 
2012; Dean, 2001; Gupta, 2001), I suggest that the simultaneous promotion of two 
conflicting approaches to governance within the same NPP policy may stem from a 
broader dilemma that faces modern states ‘doing’ development (Hanson & 
Stepputat, 2001). It may also stem from a more particular concern of well-being and 
reproductive choice in policymaking at the end of the second millennium in India. 

Policy in an anthropological sense is regarded as a field that is constituted by 
performative social practices of regulation which are both created by and ‘create 
particular social and cultural worlds’ (Shore et al., 2011). These have a ‘domaining 
effect’ and are agentive in that they shift action (Wright, 2011, p. 27). I also regard 
policy through an affective lens and a Critical Medical Anthropology (or CMA) 
approach to health policy. Such an approach regards policy formation and enforce- 
ment ‘as reflecting simultaneously the compromise between, as well as the balanc- 
ing of power among, conflicted forces (social groups with different and opposed 
interests)’ (Singer & Castro, 2004, p. xiv). 

Policymaking as a contextual practice is developed in the chapter through the 
policy perspectives of community health workers, health professionals (doctors, cli- 
nicians, public health specialists) and policy makers (bureaucrats, prominent civil 
society actors, lawyers and politicians). Policy guidelines and programme reports 
have enabled analysis of the embedded hierarchies and power at play in practices of 
health governance. Analysis of these documents reveals a return to previous coer- 
cive (in terms of restricted choice) family planning policies, even as the language of 
human rights frames the overall approach. The only difference is that the language 
of coercion is more implicit and less overt than in the previous family planning poli- 
cies of the 1970s, a pre-rights-based policy era. I use the term ‘coercive’ to mean 
‘choice restrictive’ in the sense that policies which may or may not intend to be 
coercive are those where, in practice, choice is restricted (also see Brunson, 2019; 


'T use the word ‘state’ to denote regional states in India, and the term ‘State’ to mean the central 
authority ruling a sovereign territory. 
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Senderowicz, 2019). I also suggest that contraceptive coercion, as Senderowicz 
argues, ‘sits on a spectrum and need not involve overt force or violence but can also 
result from more quotidian limits to free, full and informed choice’ (2019, p. 1). 

Despite current, ostensible state withdrawal from an explicit promotion of sterili- 
sation (especially tubectomies for women), it is a practice that is promoted on the 
ground with some poorer women and couples who have met their childbearing aspi- 
rations continuing to use the method. However, I argue that the reasons for this 
uptake are very different from those which policy makers envision. Examining the 
factors underlying the local reproductive behaviour that shapes health worker prac- 
tices as well as some women’s preference for tubectomies provides key insight into 
the exercise of reproductive choice as simultaneously supporting and resisting gov- 
ernment control. These observations lead me to suggest that the substitution of an 
existing bio-politics of population control with a bio-politics of the ‘self’, aimed at 
enhancing individual choice and personal autonomy (de Zordo, 2012) is not as 
clear-cut as imagined by policy makers in India (Unnithan, 2019). 


A Note on Methods 


The chapter is an outcome of discussions and reflection on several previous periods 
of ethnographic work. During the first period (1998—1999), I gathered data on the 
reproductive journeys of over 50 members of a peri-urban Muslim community and 
urban basti dwellers in Jaipur city, with a further focus on emotion and agency in 
contraceptive practices and recourse to sterilisation (2000-2006). Between 2009 
and 2012, I participated in collaborative research with members of 34 civil society 
groups in Rajasthan. This included consultation with over 55 individuals from a 
range of policy-engaged civil society organisations (henceforth CSO) members and 
state and regional health and family planning policy members working on promot- 
ing (and challenging) rights-based maternal and reproductive health policies 
(Unnithan et al., 2010). During a further period of fieldwork in 2015 and with local 
field assistance, I conducted semi-structured interviews and life-histories with 12 
newly formed Accredited Social Health Activist (ASHA) health workers in Jaipur 
district. The chapter also draws on my analysis of national and regional health and 
family welfare policy documents (GOI, 2000, 2006, 2007). Recent informal discus- 
sion (2017-2019) with members of civil liberty, legal professional and rights-based 
organisations as well as university academics has also informed the ideas in this 
chapter. 

In the next section, I elaborate on the conceptual approaches which underpin the 
observations made in this chapter. The section following that explains the policy 
rationale underlying the simultaneous roll out of conflicting reproductive objectives 
within the latest Indian family planning policy. The final sections explore the effects 
of these policies in-situ through the work of local health workers and the conflicted 
governance practices of the Indian State. 
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Anthropological analysis of the cultural processes through which the state is ‘instan- 
tiated’ and experienced has shown how it is an entity which is less coherent and 
more fragmentary than imagined (Sharma & Gupta, 2006, p. 11). With the increas- 
ing pervasiveness of rights-based advocacy in global health, CSO members who 
have established expertise of operationalising rights-based ideas and language in 
their maternal and reproductive health programmes have become increasingly val- 
ued in national level policy working groups. This has led to the co-construction of 
the rights-based parts of State policy documents by policy makers, bureaucrats and 
members of leading CSOs. 

Conceptualising the state as a ‘dispersed ensemble of institutional practices and 
techniques of governance’ (Hanson & Stepputat, 2001, p. 14) and governmentality 
as ‘beyond the state’ (Foucault, 1998; Dean, 2001; Gupta, 2001), offers two pro- 
found insights when applied to the processes of reproductive health policymaking 
in India. First, it suggests the potential for multiple practices of State policymaking 
to co-exist, and second, to realise that the co-creation of policy occurs across differ- 
ent state and non-state actors. Hanson and Stepputat (2001) trace the simultaneous 
execution of competing policies to the increasingly challenging conditions under 
which modern states function: where their authority is constantly being called into 
question through global markets, separatist movements and ethnic conflicts, on the 
one hand, but equally where the state is being framed as indispensable to global 
efforts, for instance, to deliver development programmes effectively or promote a 
human rights culture and through which new modalities of governance emerge. As 
I argue later, this is clearly the case in India’s population policy, which is situated 
between two conflicting discourses of population management: The first is gov- 
erned by a demographic rationale that advocates strict State regulation of fertility. 
The second has a rights-based rationale that promotes individual reproductive 
choice and bodily autonomy. The Indian population policy is at the same time a 
technique of reproductive governance, which Morgan and Roberts regard as: 


...the mechanisms through which different historical configurations of actors — such as 
state, religious, and international financial institutions, NGOs, and social movements — use 
legislative controls, economic inducements, moral injunctions, direct coercion, and ethical 
incitements to produce, monitor, and control reproductive behaviours and population prac- 
tices (2012, p. 241). 


Anthropological scholarship on reproduction, in addition, provides critical under- 
standing of family planning policies as part of broader processes, especially those 
concerned with State projects of modernity and citizen-making. It is useful to delin- 
eate three kinds of narratives and related concepts that emerge within this approach 
which are resonant with policymaking around family planning in India. First, a 
dominant narrative identified in anthropological studies of family planning policy- 
making in high population, ‘developing’ country contexts is about ‘becoming mod- 
ern’ and achieving economic growth through curtailing demographic expansion (a 
rationale driven by the classic demographic transition theory; Greenhalgh, 1995). 
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Anti-natal State population policies in India and China, for example, are primarily 
framed through a narrative of progress whereby modern citizens are produced 
(Greenhalgh, 2005; Chen, 2011; Anagost, 1995; Van Hollen, 2003; Ram, 2001). 
Such policies work by attributing value to specific kinds of populations (rural, poor 
and so on) whose members become subjects to be modernised. They also objectify 
women by defining them primarily through their reproduction (Ram, 2001; Brunson, 
2016). However, individuals within specific social groups/classes, including women 
community health workers such as the ASHA (Accredited Social Health Activist) 
described in this chapter, differ in the extent to which they partake in such projects 
deemed to be of national importance (also Anagost, 1995; Kanaaneh, 2002; Mishra, 
2014). People do not necessarily follow state directives or take up family planning 
incentives without paying heed to their own agendas for social reproduction 
(Kanaaneh, 2002; Varley, 2012). 

A second important narrative in anthropological work on family planning is of 
the pervasiveness of neoliberalism and market economics within health policy dis- 
course. This economic thinking in public health policy is reflected best in India in 
the embrace of privatisation as an effective mechanism in the delivery of public 
health care (Qadeer & Viswanathan, 2004; Roalkvam, 2014, among others). Private 
services may often be popular precisely because they are presented as caring not 
coercive (Chen, 2011). Indian population policies, as Qadeer and Viswanathan 
(2004) argue, have supported the privatisation of public health care guided by the 
principle that private care is more cost-effective, efficient and of better quality com- 
pared to public services. Policymakers consider state provision of monetary incen- 
tives and linked penalties (such as the exclusion from standing from political office) 
linked to contraceptive uptake as an effective means to regulate family size (the 
‘small family norm’; Das & Uppal, 2012). 

A third perspective in the anthropological literature on family planning is that of 
morality, affect and the role that emotions such as desire and fear play in the inter- 
nalisation (in a Foucauldian sense) of the missives of family planning programmes, 
both by the health workers tasked with implementing the policies and those targeted 
by them. More broadly, these perspectives speak to (a lack of) power and notions of 
stratified reproduction — where the fertility of some individuals and classes is more 
highly valued than others (Ginsburg & Rapp, 1995; Unnithan, 2019). 

Next, I analyse how each of these perspectives is also critical to framing Indian 
family planning policies before returning to examine their embodiment within 
health-worker practices. 


India’s Family Planning and Underlying Policy Rationale 


India is hailed in global health policy and planning circles as the first country to 
have instituted a family planning programme in 1952 and has several policy docu- 
ments and draft policy statements setting out its population programmes, especially 
between 1976 and 2000. The Indian National Population Policy (NPP) 2000 (GOI, 
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2000), the final and most comprehensive policy to date, is a landmark document 
which is connected to policy thinking about family planning. Here, I examine the 
policy framework approved by parliament in 1999, developed over the previous 
decade alongside critiques of earlier reproductive health programmes and policies 
in the run up to the International Conference on Population and Development in 
Cairo in 1994, and its projection forward into the rights-based policies of the 
National Health Mission in 2005. 

The Indian National Population Policy (NPP) 2000 provides a policy framework 
for advancing the goals and strategies from 2000 to 2010 (and now till 2026) sug- 
gesting that family planning be carried out to the ‘extent necessary’ for reducing 
birth rates to stabilise population at a level consistent with the requirement of the 
national economy and replacement levels of the “Total Fertility Rate’ or “TFR’ 
(GOI, 2000, p. 2; emphasis added).” At the same time, the NPP is distinctive from 
previous policy statements on family planning in its use of the language of choice 
and consent and the explicit removal of the aggressive pursuit of family planning 
‘targets’. In its opening statement, the NPP affirms the commitment of the govern- 
ment towards the twin goals of a ‘voluntary and informed choice and consent of citi- 
zens while availing of reproductive healthcare services, and the continuation of a 
target-free approach in administering family planning services’ (NPP 2002 ibid.; 
emphasis added), explicitly referring to the removal of sterilisation targets for health 
workers. I use the word ‘target’ in the specific context of sterilisation as it was 
referred to in policy documents and in conversations with health workers. 

The policy is set out with three time-bound objectives in mind: (i) an immediate 
goal of addressing unmet needs for contraception’; (ii) a medium term objective of 
bringing the TFR down to replacement levels by 2010; and (iii) a longer term goal 
of stabilising population growth by 2045 at a level consistent with the requirements 
of sustainable economic growth, social development and environmental protection. 
It was deemed imperative that the small family norm be adopted by the reproductive 
age group ‘without delay or exception’ given that 45% of the population increase 
was due to births of over 2 children per family. 

The NPP recognised three causes for the high fertility rates: first an ‘unmet need 
for contraception’ as approximately half of the population in their reproductive 
years were not protected; second high levels of infant mortality, which it was 
deemed increased the desire for having more children (referred to as ‘wanted fertil- 
ity’); third, the high numbers of marriages taking place under 18 years (and births 
with intervals of less than 24 months) was another factor which was regarded as 
contributing to high levels of fertility. 

As it is set out, the policy demonstrates a desire to reduce population numbers in 
order to enhance the benefits of economic growth, but equally shows concern for the 


? The Total Fertility Rate or TFR is defined in the document as the average number of children born 
to a woman during her lifetime. 
3The ‘unmet need for contraception’ is a problematic metric which in the context of global health 


discourse often serves to exclude health subjectivities and everyday experiences (Storeng & 
Béhague, 2017; Das, 2015; Unnithan, 2019). 
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welfare (health and well-being) of the population, especially mothers and children 
in a context of high maternal and child mortality. The underlying family planning 
policy rationale in India, as in other high population, high mortality settings, is 
driven by the public health perspective of maternal risk. Here, risk is conceptualised 
as the risk to the life of the mother and accompanied by statistics which demonstrate 
that contraceptive use has the potential to reduce maternal deaths (also Storeng & 
Béhague, 2017; Brunson, 2019). The World Health Organization (WHO), for exam- 
ple, suggests that in 2017, contraceptive use prevented approximately 308 million 
unintended pregnancies in developing countries and the need for unsafe abortion. 
Public health literature underscores the significance of using reversible methods in 
contexts where birth intervals (spacing) between children are less than 3 years as 
mothers and infants are more prone to a higher risk of death in this instance 
(WHO ibid). 

Thus, pursuing a family planning policy becomes an example of a practice of 
‘good government’ by which the State not only exercises authority over its citizens 
but also sees itself as fostering their health and happiness — much in the same way 
as Gupta notes for the anganwadi creche programmes focused on improving child 
nutrition (2001, p. 66). India’s attention to the welfare of its population is an exam- 
ple of ‘governmentality’ (in Foucault’s sense), where modes of government are not 
necessarily parts of state apparatus (Gupta, 2001, p. 67). It is the ‘welfare’ aspect, 
conceived as health benefits that the spacing of children confers on married women, 
which has provided the underlying rationale for Family Planning since the start of 
official health planning in the 1950s. This logic can be traced back to the concerns 
of the colonial state and medical establishments about high levels of maternal mor- 
tality and the health of poor Indian women who were most prone through malnutri- 
tion and anaemia to maternal complications (Arnold, 2006; Hodges, 2006). It was 
thought that poor women’s health would improve substantially when their fertility 
was controlled. The provision of contraceptives would empower poor women to 
practice spacing and would bring them relief from constant childbearing and related 
physical exhaustion. 

Ideas about ‘fertility control as beneficial to women’s health’ emerge within the 
colonial period and take hold within the closing years of the British rule as set out 
by the Bhore committee report of 1946 which was regarded as the first health ‘pol- 
icy’ in terms of its recommendations (Government of India & Ministry of Health 
and Family Welfare, n.d.). Some of this early thinking around fertility and women’s 
health is evident in India’s first family planning programmes from 1952 onwards 
(Jeffrey & Jeffrey, 1997). It is, as feminists have argued, a population control 
approach that views women as ‘potential contraceptors’ or ‘producers of too many 
babies’ rather than as individuals whose health is of inherent...’ value (Lane, 1994, 
p. 1303). The instrumentalist view of women as reproducing machines was taken to 
task in the deliberations on the rights approach to reproductive health at the 
International Conference on Population and Development at Cairo in 1994 (UNFPA, 
2004, 2008) to which India was signatory and to which the NPP policy is formu- 
lated in response. 
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A key strategy outlined in India’s National Planning Policy 2000 for making the 
State more accountable to women’s welfare was a devolution away from responsi- 
bility of individual states for delivering family welfare programmes. Instead, politi- 
cal and health functionaries and structures at the village level (namely panchayats 
or village councils and sub- and primary health centres) would deliver such pro- 
grammes. Decentralisation intended to “strengthen, energise and make accountable’ 
the first points of contact in the health system (2002, p. 7). Two further strategies 
were notable: (i) to collaborate with NGOs in the private sector (especially where 
government interventions were deemed to be insufficient) in a complementary man- 
ner, and (ii) to bring in legislation which would support the process. It was with the 
latter in mind that the 42nd constitutional amendment Act 1976 was enacted in 
2000, freezing the number of parliamentary seats until 2026 so that state govern- 
ments could ‘effectively and fearlessly pursue the agenda for population stabilisa- 
tion’ (2002, p. 16). 

The ‘strategic themes’ as laid out earlier in the NPP 2000 were accompanied by a 
set of motivational measures for the adoption of a small family norm. No similar 
measures are mentioned to ensure the exercise of rights-based choices. For example, 
village councils and their leaders were rewarded and honoured for ‘exemplary per- 
formance’ in universalising the small family norm. Poorer couples, who were the 
focus of the programme, gained health insurance and cash benefits if they had only 
two children and chose to go in for sterilisation (GOI, NPP, 2000). Community health 
workers were valorised for their motivational work in the uptake of family planning 
and institutional deliveries. Before we turn to explore how local ASHA health work- 
ers embodied their motivational work in the next section, it is important to track the 
narrative of choice and reproductive rights within family planning policymaking. 


Tracking Rights-Based Ideas in Family Planning 


Modern Indian health-planning history from the 1950s, as we saw earlier, begins 
with an emphasis on population control and contraception as urgent and invested 
with national importance. With the seductive notion that ‘contraception was the best 
form of development’, individual rights and choices with regard to childbearing 
quickly came to be regarded as secondary to the ‘human rights of the nation’ (public 
address of Congress Prime Minister Indira Gandhi on Indian’s family planning pro- 
gramme; Dhanraj, Something like a War 2011(1991)). Following the family plan- 
ning atrocities committed during her political reign, the mid to late 1980s in India 
became a time of popular dissent against the failure of the state more broadly, but 
also against the failure to meet women’s reproductive rights and related health 
needs. Activists and feminist organisations particularly highlighted the malpractices 
and unethical conduct of health workers, who were subjected to sterilisation targets 
to carry out coercive birth control strategies (Ramasubban & Jejheebhoy, 2000; 
Visaria, 2000). The critiques of India’s family planning programme by women’s 
organisations, health activists and feminist scholars (see, for example, Visaria, 
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2000; Ramasubban & Jejheebhoy, 2000; Ram, 2001; Rao, 1999; Chatterjee & Riley, 
2001; Qadeer & Vishwanathan, 2004) subsequently drove the policy focus on repro- 
ductive rights and women’s health at the Cairo conference on Population and 
Development. 

In its rights-based language and target-free approach, the NPP was very much 
influenced by the Reproductive Health approach adopted at the International 
Conference on Population and Development (ICPD) held in Cairo in 1994, to which 
India was a signatory. Population stabilisation as agreed at ICPD 1994 could be met 
naturally and not as a matter of control or coercion if people’s needs for family plan- 
ning and reproductive health services along with basic health and education needs 
were met (Muttreja, 2019). Post-Cairo, India ostensibly adopted a rights-based 
approach in its Indian health policy documents, and a ‘target-free’ approach in its 
family planning programme. However, we find a continued emphasis in the NPP 
and in the new Reproductive and Child Health (RCH) programmes described later 
on the pursuit of aggressive family planning methods of irreversible means of con- 
traception (sterilisation) rather than a choice of reversible forms of contraception 
(pills, condoms, IUD). The state, as scholar-activists note, preferred to mobilise 
targets to enforce reproductive control (Rao, 1999; Visaria, 2000) and to practice 
coercive population control even as it supported a policy of reproductive health 
rights. The fact that international aid was tied to demographic performance and the 
uptake of contraceptives was identified by these activists as a key factor in shaping 
the approach of the Indian state (Rao, 1999; Qadeer & Vishwanathan, 2004). 

Between 1997 and 2003 in a post-Cairo reproductive health context, the Ministry 
of Health and Family Welfare (MoHFW) launched its new RCH-I programme in 
which a comprehensive and integrated reproductive service approach was devised 
to act as a corrective to the overly family planning (i.e., contraception-orientated) 
character of primary healthcare services. A new Reproductive Health approach was 
set out as being about a decentralised, comprehensive, non-vertical, integrated focus 
on the “quality of care’ and in which there would be no family planning ‘targets’ 
(cases of sterilisations) set for health workers at the primary and sub-centre levels 
such as the Auxiliary Nurse Midwife (ANM). 

However, on-the-ground ANMs were expected to continue to push family plan- 
ning in their work above all else. This was further reflected in the RCH policy docu- 
ments discussed next. In 1998, the role of the ANM became limited to family 
planning, immunisation and ‘superficial healthcare’ (Mavlankar et al., 2010). 

When the Reproductive and Child Health (RCH) programmes, RCHI 
(1997-2002) and RCH II (2003-2005) (programmes which predated the National 
Rural Health programmes of 2005) were rolled out, it was stated that their ‘strategic 
orientation’ was to be consistent with the Millennium Development Goals, the 
National Population Policy (2000-2010), the tenth five-year plan (2002-2007), the 
National Health Policy 2002 and the Vision 2020 document. The programmes 
would therefore promote a combined focus on reducing the maternal mortality ratio, 
the infant mortality rate and the total fertility rate. At the same time, the programmes 
would promote ‘couple protection’ (term used for contraceptive uptake) through the 
provision of a range of contraceptive options from condoms and intrauterine devices 
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(IUDs) to the pill. The RCH documents referred to the provision of this range of 
contraceptives as the ‘cafeteria approach’ to family planning and were set out as 
offering reproductive choice to women and couples. 


The Policy Rationale for a Return to Sterilisation 


According to principle 6 of the RCH II planning document: ‘the programme would 
include voluntary and informed choices in administering family planning services 
(there will be) clear tasks for service providers to provide quality services to meet 
unmet needs of family planning and spacing methods in desirable quantities’ (my 
emphasis). The word ‘right’ appears in 3 of the 9 RCH II programme principles: 
principle 3: the poorest have the right (my emphasis) to get full value for the money 
being spent by the government or by themselves; principle 5: female children have 
an equal right to health, emergency medical aid and to live with human dignity and 
in principle 6: promoting contraceptive choice, as alluded to earlier. The same para- 
graph continues to state an overriding concern with population growth especially in 
the ‘lagging’ states (referring to the poor economic growth in the five states of 
Bihar, Madhya Pradesh, Odisha, Rajasthan and Uttar Pradesh), where it was esti- 
mated it would take over 26 years to achieve the replacement level fertility rate of 
2.1. In these economically ‘lagging’ states, financial incentives (referred to as ‘com- 
pensation’) were to be provided to clients (term used in the document) to enhance 
contraceptive uptake. Cash incentives were provided to encourage uptake of contra- 
ceptive services. These ranged from approximately INR 600/— for tubectomies and 
INR 650/— for vasectomies, with a heftier sum of INR 5000/— including access to 
medical termination services offered in case of failures. 

There are thus clear policy measures to return to state-promoted sterilisation (and 
the preference for an irreversible form of contraception) in Rajasthan despite the 
contraceptive choice espoused in national policy documents. In this sense, the RCH 
II plan, like the National Population Plan, reaffirmed the State’s commitment to 
‘promote vigorously the small family norm to achieve replacement levels of TFR’ 
(GOI MoHFW, 2000). The continued focus on sterilisation which Das and Uppal 
(2012) suggest demonstrates not just a continuing anxiety of the state around ‘popu- 
lation explosion’ but more fundamentally a lack of understanding of the actual 
dynamics of population growth. India has an increasingly ‘young’ population which 
they emphasise requires provision of spacing rather than the terminal methods of 
contraception entailed in sterilisation. The predominance of sterilisation as a method 
provided by the State ironically leads to a greater spurt in population growth, pre- 
cisely because younger couples rush to complete their families (ibid.). 

Other, neoliberal forms of argument were also mustered in the policy document 
to legitimise the case for a return to sterilisation. An argument that gained currency 
in Indian health policy circles was that female sterilisation or tubal ligation (and as 
described in the health planning documents) was both a popular and cost-effective 
choice with little surgical time involved, as requiring inexpensive equipment 
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especially with the recent mini laparotomy (key hole sterilisation) method employed. 
As the client could be discharged 2—4 h after the surgery and without need for post- 
operative hospital-based care, it placed a minimum burden on institutional resources 
(Unnithan, 2019). The popularity of this method among planners was backed by 
statistics showing that sterilisation was the preferred option for 34% of currently 
married women (in 1998—99).* Accordingly, it was argued that sterilisation proce- 
dures were to be made available and provision was to be expanded in the future 
from the existing programme into 2005-2010 to all the community health centres 
and primary health centres in the country (and not just the five ‘lagging’ states). 
Each location would be provided additional funds for an operating theatre and to 
hire a medical officer trained in sterilisation. The government set up incentive pack- 
ages to attract clinics in the private sector to provide family planning services espe- 
cially sterilisation (promising fixed payments for clients served by the private 
facility as well as access to public facilities on a fee sharing basis (RCH II planning 
document)). 

From a close reading of the state planning documents, I suggest that the contin- 
ued emphasis on sterilisation signals a deeper neoliberal rationale in operation. As 
most other contraceptive methods are resource intensive and expensive to provide, 
policy makers do not regard them as cost-effective. For instance, the copper T intra- 
uterine device requires administering and counselling by a trained paramedic. 

It also requires monitoring over the period of its use. Sterilisation by comparison 
requires ‘little surgical time, involves minimal discomfort and the client is dis- 
charged 2—4 hours after surgery’ (GOI, 2007, p. 87). The use of reversible methods 
(IUDs, condoms and pills) is also regarded as a ‘riskier’ (including cost-wise) 
option for the state than sterilisation as it entails the possibility that women could 
‘change their minds’ and discontinue use which would be difficult and expensive to 
monitor (RCH PIP ibid). As a result, the very contraceptive methods which pro- 
vided women with the most choice were also those regarded as most ‘unreliable’ by 
health planners. As a result, even though the planning documents espoused a ‘caf- 
eteria’ approach to contraceptive choice, only one method (sterilisation) was avail- 
able. Even when the options of the Copper T or condoms were available at primary 
health centres, it was sterilisation that was continuously promoted as the most reli- 
able method by community health workers during the post RCH policies from 2005 
as evidenced during my later field research discussed in the next section. 

The renewed emphasis on sterilisation targets and camps in the family planning 
program was accompanied by the introduction of new metrics of “Expected Levels 
of Achievement’ (or ELA) as Iyengar and Iyengar (2000) note, to evaluate health- 
worker performance. But as the authors suggest this is commonly perceived as the 
new phrase for ‘targets’ in the clinical context of Rajasthan where they work. 


‘The group of currently married women is not broken down by age, which I have found to be an 
important factor in determining whether to go in for reversible or irreversible forms of 
contraception. 
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Embodying Conflicted Governance: ASHA Health-Worker 
Perceptions and Practices 


In 2005, the Indian government launched its flagship National Rural Health Mission 
(NRHM), its most ambitious restructuring of health delivery systems, in line with a 
rights-based approach to deliver on the Millennium Development Goals (GOI, 
2006). There was major financial investment in promoting safe childbirth under the 
NRHM and a new category of health worker, the Accredited Social Health Activist 
(ASHA), was created under its Janani Suraksha Yojana (JSY) or safe motherhood 
programme in addition to the Auxiliary Nurse Midwife (ANM). By 2015, over 
300,000 ASHA had been selected and this was further advanced to approximately 
825,000 women working as ASHA nationally (NHSRC, GOI, 2011). 

The appointment of the ASHA health worker was in keeping with the vision of 
an ‘integrated development’ approach and the ‘multi-purpose’ nature of health work 
expected from her. The ASHA appointed were tasked with improving the health 
status of their communities through: (i) “securing people’s access to health services; 
(ii) improving health practices and behaviours; and (iii) providing essential and 
feasible healthcare provision’ (GOI & NHSRC, 2011). The primary work assigned 
to the ASHA was ‘to act as a health motivator and educator for women in the vil- 
lages’ (referred to by the women health workers I met as motivator ka kaam, or 
‘motivation work’) and to identify and accompany pregnant women to hospital. In 
terms of the role of the ASHA in the JSY safe motherhood programme, the NRHM 
guidelines state her to be an ‘honorary volunteer’ who was to ‘escort’ women for 
institutional deliveries and work closely with the Auxiliary Nurse Midwife (ANM) 
as her helper (NHSRC, GOI, 2011, p. 2). 

In 2009, the first ASHA were appointed in Rajasthan and along with a research 
team I conducted interviews with both ASHA and ANM at joint meetings of the 
Village Health and Sanitation Committees (VHSC) led by nodal Civil Society 
Organisations working closely with the state (Unnithan & Heitmeyer, 2014). A 
major activity which the ASHA undertook along with the Auxiliary Nurse Midwife 
(ANM) was to promote family planning especially the use of reversible methods of 
contraception (IUD, condoms and hormonal pills). Both ASHA and ANM provided 
contraceptives and raised awareness of their use, with the ASHA conducting home 
visits while the ANM remained in the health centre. Promotion of contraceptives 
was a component of a whole host of other activities which were part of an ASHA’s 
everyday schedule of home visits to pregnant women and children under 5 years. 
ASHA activities included referral to government facilities for a pregnancy compli- 
cation, sharing knowledge of best breastfeeding practices, prevention of diarrhoea, 
promoting immunisation for infants and undertaking sputum tests for the identifica- 
tion of TB. The diverse work of the ASHA was reflected in the diverse content of 
the bag each ASHA carried, which apart from an identity card had a drug kit filled 
with a range of items from ORS rehydration salts to paracetamol to contraceptives 
and betadine. ASHA were also expected to motivate women to give birth in state- 
accredited hospital settings. 
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In 2015, I interviewed 12 ASHA from nine villages in the Sanganer sub-division 
(tehsil) of Jaipur district. These were women who were between 23 and 45 years old 
and had educational qualifications ranging from eighth class pass (the minimum 
requirement for the job) to MA and BEd. I was told that their ‘motivation work’ 
(motivation ka kaam) involved regular visits to all the village households (typically 
200 in number) and involved discussions on contraceptive use with pregnant, lactat- 
ing and young mothers identified and a use of persuasive arguments and convincing 
tactics, including to ensure these women would go through with their children’s 
immunisation plans and follow this through by bringing their children to the state- 
run creche (Anganwadi) centre which also provided nutritious food handouts. The 
work of motivation was itself based on a lot of preparatory “field-based’ work (field 
ka kaam) which included monthly household surveys (an average of 10 households 
per day) as part of providing a detailed socioeconomic and maternal health related 
profile of the village (gaon ki bhumika). As one ASHA put it, ‘the whole burden of 
maternal health work has come to rest on us’. This was an observation made espe- 
cially in comparison with the work of the ANM, a permanent member of the safe 
motherhood programme with a salary of 30,000—40,000 rupees (approximately 
500-600 USD) a month in 2015 compared with the honorary position of the 
ASHA. Apart from a small salary of 1600 rupees (approximately 30 USD) per 
month, women who were recruited as ASHAs would get cash-based incentives 
linked to their performance (ANM could also access this if they accompanied 
women to hospital). As Renu,*> an ASHA speaking for the rest of the focus group, 
explained, 


Apart from my salary of 1600/- [paid by the Women and Child development department 
into my bank account online], I receive Rs 300/- online for registration of women and 3 
antenatal check-ups. I then get 300/- whenever I accompany a pregnant mother to a govern- 
ment hospital. I also receive 100/- for every child vaccinated against measles and 50/- for a 
DPT booster administered. If I get a woman to undertake sterilisation after 2 children, I will 
get 1200/-, other wise 200/- for women who go in for sterilisation after 3 children. 


There was an overall sense among the ASHA I talked to of a highly imbalanced and 
unjust remuneration between ASHA and ANMs as well as a lack of recognition 
(pehchan) of their work as ASHA compared with the ANM. 

Apart from a nominal salary, hierarchised cash incentives (with more money for 
convincing women of lower birth orders to undertake sterilisation) have contributed 
to a culture of competitiveness between the ASHA and ANM where each strives to 
accompany the labouring woman for birth or sterilisation. Renu said each ASHA 
was in competition with her ANM around the ‘targets’ they had to fulfil but that they 
often lost out on being remunerated as the ANM was their superior and supervised 
their work. The women whom Renu motivated in the village could not be registered 
by her if they decide to receive immunisation, undergo sterilisation or give birth in 
hospitals because the ANM says unless they receive care from the ASHA at the 


5 All names and other personal identifiers in the chapter have been changed to protect privacy and 
confidentiality. 
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primary health sub-centre, they will not be registered as part of the ASHA’s quota. 
This seemed to be an unofficial regulation imposed by the ANM as it was not stated 
in the policy documents. Renu and other ASHAs that I spoke to suggested that this 
was a big issue because it caused their performance, and subsequently, their remu- 
neration to be poor. Renu said ‘the big madam (supervisor) at Goner asks me what 
is the reason my target is so low’ and ‘what can I say to her’? Renu explained to me 
that the ASHA are set a target of motivating 12-13 pregnant women a month for 
antenatal care (vaccines and tablets) and hospital delivery. I am surprised by the use 
of the word ‘target’ previously used to indicate numbers of women who were moti- 
vated to undertake sterilisation in the 1970s when the word gained a negative con- 
notation given the coercion associated with state policy and the evaluation of ANM 
performance at the time. In March 1998, I had interviewed Sushma, the Malayali 
ANM who had been posted to work in the regional primary health sub-centre in the 
Goner area of Jaipur district. She only talked to me about the significance of the 
family planning work and the targets she was assigned. Sushma specified that her 
target for 1998 was 53 cases, higher than in the previous year when it had been 35 
cases which she had exceeded. When I pointed out that at the central level at the 
time there was a huge push for expunging family planning targets, she said the only 
change she had experienced was that ‘cases didn’t bring in money anymore’ (1.e., no 
cash incentives were attached to this kind of work anymore but they were still 
expected to meet the sterilisation numbers). In more current ASHA practice, its use 
indicates how the category ‘target’ (rephrased as ‘Expected Levels of Achievement’ 
or ELA; Iyengar & Iyengar, 2000) has not only regained a monetary connotation but 
more so become an overall metric of ASHA performance, proliferating as a tech- 
nique of reproductive governance. 

It was striking to observe, for instance, that the ASHA health workers had a con- 
traceptive bias towards sterilisation similar to others in her community (a fact little 
recognised in various ASHA training literature). This bias is strongly driven by a 
pressure to fulfil ‘targets’ set by the state as Donnelly (2013) has also found in her 
study in Udaipur district in Rajasthan. In addition, I have suggested that the ASHAs’ 
inclination to reinforce the benefits of sterilisation rather than other forms of revers- 
ible methods is also largely because, she herself is convinced of the harmful nature 
of the copper-T (intrauterine device) and Mala N (hormonal contraceptive pills) 
based on her own experiences and observations in her community (most ASHA 
have undergone sterilisation or use condoms). I was repeatedly told by ASHA about 
the safety of sterilisation procedures compared to IUD insertions or hormonal pill 
regimes. Ethnographic insights from 1998 and through 2010 on contraceptive prac- 
tice in peri-urban Jaipur especially among older Hindu and Muslim women showed 
recourse to sterilisation among a certain demographic of women (older) who had 
achieved a desired family size (three to four children with at least one son) 
(Unnithan-Kumar, 2010). Given the choice, the practice of sterilisation was regarded 
as safe and favoured above intrauterine devices by this generation of women mainly 
because it required least intervention and follow-up by health workers. Here we find 
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‘safety’ conceptualised as protection from the inexperience of health workers. It 
was not so much that fears of sterilisation were not present as indeed the many sto- 
ries of botched operations confirmed (Sarojini et al., 2015), but rather it was more 
the case that tubectomies were regarded as the least risky option. 

Similarly, users perceived reversible forms of contraception without the back up 
of appropriate counselling and paramedic support as ‘unreliable’ (Iyengar & 
Iyengar, 2000). These observations reinforce the statistics from the latest demo- 
graphic survey which show that while 40% of women do not use any contraceptive 
method, 8.7%, 2.4% and 1.2% go in for the condom, pill and intrauterine device, 
respectively, compared to 41% of women who use sterilisation (IIPS, 2017). 
According to my respondents in peri-urban Jaipur district, intrauterine devices get 
lost in the upper abdomen where they were believed to get ‘stuck’, hurting their 
partners during sex (fieldwork conversations with Unnithan, 2019). Contraceptive 
pills were also less popular as they required both regularity and commitment, diffi- 
cult to sustain by women who experienced heat and dizziness which they perceived 
as dangerous side effects. Condoms were regarded as equally problematic and 
shameful as they involved openly alluding to intercourse and talking about sex 
between spouses. A combination of ASHA experience and state directives to fulfil 
targets thus combines to influence their focus on sterilisation promotion practices 
on-the-ground, in line with the remuneration incentive which they receive for this. 
A senior NGO worker commenting on the embeddedness of the ASHA within her 
community values and beliefs suggested to me the misplaced expectation of health 
planners about the effectiveness of the ASHA, ‘when she cannot even contest the 
authority of her mother-in-law’: asha apne saas ka virodh jub nahi kar sakti to kis 
ghar mein ja ke ladegi? (when the ASHA cannot challenge her own mother-in-law 
then in which house can she go and fight for change?). Similar observations on the 
social context in which the ASHA in Rajasthan work have also been made by other 
scholars (Roalkvam, 2014, Mishra, 2014, for example). Given the difficult social 
negotiations with powerful members in the community, family and household, the 
ASHA often also promoted family and indigenous ideas and practices to do with 
childbearing. In their role in promoting state directives on reproductive health poli- 
cies, ASHA more so than the ANM who did not belong to the communities she 
served, was at once an agent of and subject to State policy processes, and of her 
community’s ideologies, preferences and practices related to childbirth and repro- 
ductive care. The ASHA were subject to the fulfilment of contraceptive and other 
‘targets’ to do with safe motherhood as stipulated by State policy and programmes. 
They were also subject to control by ANMs over the process of achieving their tar- 
gets. Their work promoted contraceptive choice and rights as stipulated by the state 
but was also constrained in offering ‘restricted choice’ according to their commu- 
nity experiences which regarded sterilisation as the least risky option for reproduc- 
tive control. In this sense the ASHA embodies and symbolises conflicted reproductive 
governance in India. 


132 M. Unnithan 
Concluding Discussion: Contrariness as Effective Policy 


Indian family planning policies reflect a State entangled within the desire to pro- 
mote the liberal rights-based values of informed consent, choice and participation 
on the one hand, and the wish to be guided by economic principles and a demo- 
graphic rationale based on fertility regulation and population management, on the 
other hand. The resulting conflicting policies embody what Ram describes as a con- 
dition of the State being caught between two distinct guiding principles of liberal- 
ism and developmentalism. These principles become manifest in dual processes 
whereby they are both reiterated by the state and simultaneously subject to erosion 
(Ram, 2001, p. 85). 

Family planning has been a focus throughout Indian health planning and policy 
since its inception as a postcolonial, modern nation state. However, as I have dis- 
cussed in this chapter, its policy approach changed, from a focus on compulsory, 
non-reversible sterilisation to an ostensibly rights-based voluntary approach. This 
was a result of the Cairo deliberations where Indian feminists and health activists 
took the state to task for the atrocities committed through a coercive promotion of 
sterilisation (especially tubectomies), which, they observed, openly denied the 
human rights of bodily autonomy of its citizens (mainly poor women). Following 
the ‘turn to rights’ and the Indian State’s pledge to promote informed choice and 
comprehensive counselling with regard to contraceptive methods, there was a pol- 
icy swing towards reversible contraceptive methods. Under the National Rural 
Health Mission (NRHM), in 2005 the Government of India also promoted incentiv- 
ised institutional birth alongside financially rewarded voluntary family planning 
programmes. The creation of a new category of health worker, the ASHA to work 
under instruction of the ANM is emblematic of the state’s twin policy. Both workers 
are required to undertake the dual responsibility of promoting ‘safe delivery’ as well 
as ‘voluntary’ family planning. On the ground, this translates into the delivery of a 
‘package of services’, which promote child immunisation, institutional delivery as 
well as contraceptive choice. 

Ethnographic observations of the work of health workers and a review of the 
policies from 1998 to 2015 have shown, however, that contraceptive targets have 
remained a powerful regulator of health-worker practices. Public health workers 
continue to be bound in terms of their job security to measures of Expected Levels 
of Achievement (ELA targets; Iyengar & Iyengar, 2000) in their family planning 
work. The ELA incorporate the achievement of a certain expected ‘target’ number 
of family planning cases (Visaria, 2000). A ‘target’-based approach has thus contin- 
ued to dominate the outlook of health workers even as health provision takes on a 
new, rights-based form and language (personal communication with CSO directors 
and policy makers K. Iyengar, A. Das, V. Ramachandran; also see Visaria, 2000; 
Das & Uppal, 2012). 

Ethnographic work with the ASHA workers discussed in the chapter further sug- 
gests that the nuanced, rights-based framing and language of civil society organisa- 
tions which influenced the RCH policies has been lost in the processes of 
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implementation. With a lack of further translation and connection with the life- 
worlds of local health workers, these notions contend with the perceptions that local 
health workers have of what is expected of them by their communities and the State. 
There have been similar processes at work in the pre-rights policy era of the 
“Women’s Development Programme’ (WDP) in Rajasthan in the 1980s (Unnithan 
& Srivastava, 1997) where the ideas of empowerment instilled by feminist activist 
groups were challenged by the village-level functionaries whose basis of engage- 
ment was to procure permanent employment contracts rather than action rights- 
based change. These observations suggest that overtly rights-based policy 
approaches adopted by the State have not necessarily permeated beyond the pro- 
gramme documents to engage community health workers in the ways imagined 
within policy-CSO-academic discourse on rights (Unnithan & Pigg, 2014). As a 
policy frame, a rights-based approach to family planning may thus be failing as a 
regulatory technique of reproductive governance as Morgan and Roberts (2012) 
define it. For a State keen to exercise reproductive control, the pursuit of contrary 
family planning agendas may be an effective strategy after all. 
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Regulating Midwives: Foreclosing oe 
Alternatives in the Policymaking Process 

in West Java, Indonesia 


Priscilla Magrath 


Introduction 


Promotion of “skilled birth attendants” (SBAs) in global maternal health policy 
raises the question of how policymakers should respond to lay midwives, termed 
“traditional birth attendants” (TBAs). TBAs are widely reported to be both popular 
and needed, especially in low-resource settings where licensed midwives may be 
unavailable (Rudrum, 2016; Niehof, 2014). Nevertheless, in many countries TBAs 
have been banned from attending births on the basis that their practices are danger- 
ous (Rishworth et al., 2016; Guerra-Reyes, 2019). In marked contrast, Indonesia’s 
policy of partnership between licensed midwives, termed bidan, and lay midwives, 
termed dukun bayi, offers formal recognition of the dukun bayi’s role as a partner to 
the bidan. In this chapter I trace the development of a district regulation that gave 
legal force to the national partnership policy. I investigate how and why officials at 
Lahanbesar' district health office in West Java prioritized the regulation on partner- 
ship between dukun bayi and bidan as an important means of addressing maternal 
death. How did Lahanbesar’s partnership regulation gain prominence within the 
local policy agenda despite multiple challenges to successful partnership including 
a weak enabling environment? for skilled attendance, particularly, weak referral 


'Lahanbesar is a pseudonym. All names and other personal identifiers in the chapter have been 
changed to protect privacy and confidentiality. 

?The World Health Organization lists six building blocks of health systems that comprise the 
enabling environment: service delivery; health workforce; information; medical products, vaccines 
and technologies; financing; and leadership and governance. However, it is the interactions and 
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pathways and under-resourced obstetric care units in district hospitals (Agarwal 
et al., 2019; Makowiecka et al., 2008)? 

My analysis draws on Shore and Wright’s (1997) elucidation of policymaking as 
a process of foreclosing alternatives. They define policy as sets of principles, rules, 
or guidelines that outline a course of action. Policies are prescriptive and normative 
and appear as technical instruments for improving efficiency and effectiveness. Yet 
the policymaking process is political and ideological. Problems are presented in 
ways that limit consideration of a broad range of options, such that one solution 
emerges as the obvious or only feasible option (Nichter, 2008). Similarly, the dis- 
trict regulation on partnership between bidan and dukun bayi was presented by cer- 
tain district health officials as the fastest means to reduce maternal mortality. 
Attention was thereby diverted away from other ongoing approaches to reducing 
maternal mortality, such as improving the performance of health facilities and refer- 
ral systems. Analysis of the policymaking process reveals how particular logics 
used by district policymakers foreclosed alternatives. These logics included framing 
the practices of the dukun bayi (known in West Java as paraji) as a key cause of 
maternal death and presenting the partnership regulation as the only means for 
addressing the paraji problem. I argue that the development of Lahanbesar’s district 
regulation on Partnership between bidan and paraji (dukun) was influenced by three 
larger policy contexts: the Millennium Development Goals that generated increased 
pressure to address maternal mortality (MDG 5); a global focus on skilled birth 
attendance as a means to achieve this goal; and the decentralization of health ser- 
vices in Indonesia from 1999 that increased accountability for maternal health out- 
comes at the district level. 


Methodology 


Site Selection 


This chapter was part of a larger dissertation project examining health decentraliza- 
tion in Indonesia (Magrath, 2016). This included 10 months of research in 
2012-2013 in Lahanbesar district, West Java; this place was selected because I had 
done research there for a World Bank project in 2000 and wished to track changes 
in health governance over time. Lahanbesar is located approximately midway 
between Indonesia’s capital city, Jakarta, and West Java’s provincial capital, 
Bandung. The main road linking these two cities passes through the northern part of 
Lahanbesar and factories located along the road provide wage employment, 
especially for women. The south of the district is relatively remote and poor with 
less access to wage employment. 


coordination between these building blocks that is critical to ensuring adequate maternal health 
care, including effective referral systems, and comprehensive obstetric care at health facilities. 
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Lahanbesar was originally selected due to high maternal and infant mortality 
statistics and the enduring popularity of TBAs known in the local Sundanese lan- 
guage as paraji. One of the largest districts in Indonesia, in 2012 it had a population 
of 2.3 million inhabiting 363 villages. There were three district government hospi- 
tals and several private hospitals and clinics, although specialists, including obste- 
trician gynecologists, rotated between hospitals/clinics and were not always 
available; 58 puskesmas (sub-district health centers providing outreach and clinical 
services by a doctor or nurse from 7 am to noon Monday to Saturday); and 3281 
posyandu (neighborhood health posts organized by health volunteers, held monthly, 
attended by bidan and providing prenatal care, vaccinations, and growth monitor- 
ing). There were 628 bidan, the majority employed by government but many simul- 
taneously running private practices (2.7/10,000 population compared with national 
average of 2/10,000 reported by Achadi et al. (2007)). There were over 2071 paraji 
(9/10,000 population). Many of the bidan have been working in the district for years 
or even decades, although bidan sent to remote villages tend to be the least experi- 
enced. Not all bidan speak the local language and they are frequently relocated. By 
contrast, paraji tend to remain in the same community for life. 

Study sites were selected with the aim of tracing health policies from the district 
health office down to communities, and included the district health office, two 
health centers, and two villages, one village served by each health center. Eight 
additional health centers were visited while accompanying health personnel on 
monitoring visits. 


Methods 


Methods included participant observation; semi-structured interviews; focus group 
discussions; and document analysis conducted between June 2012 and April 2013. 
I carried out semi-structured interviews with key decision makers at the district 
office and staff at the health centers, and informal conversations with health volun- 
teers, paraji and mothers (Table 8.1). 

My key informants were the head of health services and one of her staff, both of 
whom had been village bidan, and the head of health promotion, Pak? Yudi and two 
of his staff; the two case study health center heads; and two village bidan for the 
selected villages. Up to 12 interviews were conducted with each key informant over 
the course of the research. 

Participant observation included over 100 days accompanying district health offi- 
cials at their offices, on field trips and at 30 meetings and events; 30 days at case 
study health centers observing outpatient and obstetric services, interviewing staff, 
accompanying bidan, and attending 12 posyandu. I stayed in one village for 6 days 
accompanying and interviewing families and made frequent visits to families in the 


3Pak, short for Bapak (father), is a term of respect for older men. 


142 


P. Magrath 


Table 8.1 Number of interviews, types of interlocutor, and topics covered 


Research site and | Number of 

position interviews Topics 

District health Job description and duties, views on decentralization, 
office: maternal health policy, and causes of maternal death 
Head 1 

Deputy 1 

Department heads | 7 

Section heads 15 

Junior staff 10 

TOTAL: 34 

Health center: 

Heads 10 

Doctors 5 

Other staff 30 

TOTAL: 45 

Health center/ Job description and duties, experiences of partnership with 
village paraji 

Bidan (SBA) 14 

Kader 43 Duties, experiences, paraji 

(volunteers) 

Paraji (TBA) > Work, views on partnership with bidan 

TOTAL: 62 

Parents/patients: Childbirth experiences, views on paraji, bidan and 
Women 85 partnership 

Men 17 

Total 102 


Table 8.2 Number of focus group discussions, participants, and topics 


Number of focus 
Participants groups Topics 
Community 2 Health seeking, childbirth attendance 
Health volunteers | 2 Maternal and child health policies 
District Health Research findings on decentralization and maternal 
Office including: health policy 
Department heads | 1 
Section heads 2 
TOTAL 7 


second village which was near my residence. Focus group discussions (FGD) were 
conducted with community groups, health volunteers and district office staff 


(Table 8.2). 


I consulted statistical data, laws, policy documents, health promotion materials, 
and annual reports from the district health office, health centers, and village offices. 
I used Bahasa Indonesia, the official national language, spoken by most of my inter- 
locutors. Occasionally Sundanese was used, and an Indonesian speaker translated 
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for me. I took notes on a laptop and most interviews and focus groups were audio- 
recorded with permission. I used MAXQDA software for data analysis. The research 
was approved by the Indonesian Ministry for Research and Technology, RISTEK, 
and ethical clearance was obtained from University of Arizona IRB. 


The Promotion of “Skilled Birth Attendants” in Global 
Health Policy 


Promotion of “skilled birth attendants” (SBAs) has been a component of global 
maternal health policy at least since the safe motherhood initiative was launched in 
1987. An SBA is defined as an “accredited health professional — such as a midwife, 
doctor or nurse — who has been educated and trained to proficiency in the skills 
needed to manage normal (uncomplicated) pregnancies, childbirth and the immedi- 
ate postnatal period, and in the identification, management and referral of complica- 
tions in women and newborns” (WHO, 2004, p. 24). The policy focus on SBAs is 
based on statistical evidence suggesting that birth outcomes improve when SBAs 
are present (Freedman, 2003). The pivotal role of SBAs increased with the inclusion 
of the percent of births attended by SBAs as an indicator under Millennium 
Development Goal (MDG) 5 — “reducing by three quarters the maternal mortality 
ratio” (MMR) by 2000 (UNDP, 2003, p. 12). 

The hidden text in the promotion of SBAs is the presence of lay midwives, 
known in public health discourse as Traditional Birth Attendants (TBAs), who use 
systems of knowledge about pregnancy and birth that predate Western biomedicine 
and generally acquire skills through apprenticeship to another TBA. The World 
Health Organization (WHO) defines TBAs as “traditional, independent (of the 
health system), nonformally trained and community-based providers of care during 
pregnancy, childbirth and the post-natal period” (WHO, 2004, p. 8). However, 
anthropologists have documented great diversity in the social roles, training, and 
scope of practice of “traditional birth attendants” around the world (Pigg, 1997; 
Hay, 2015). 

The expectation of global health policymakers is that SBAs will eventually 
replace TBAs (Hildebrand, 2017). Yet TBAs continue to assist women in the provi- 
sion of maternity care, particularly in low-resource settings, where the essential 
inputs for quality maternity care, such as trained health workers, well-resourced 
health facilities, and a robust referral system, are often limited (Rudrum, 2016; 
Niehof, 2014; Rishworth et al., 2016). Even where SBAs are available TBAs remain 
popular due to the continuous and comprehensive care they often provide before, 
during, and after childbirth. This may include emotional support, religious and cul- 
turally important rituals, massage, and assistance with household chores. TBAs are 
often more easily available in remote and resource poor settings and their services 
are perceived to be more affordable (Hay, 2015; Titaley et al., 2010; Guerra- 
Reyes, 2019). 


144 P. Magrath 


From the medical and policy perspective, the skills and services of TBAs are 
undervalued (Hildebrand, 2012; Bennett, 2017), and they are often blamed for high 
maternal and infant mortality ratios (MMR and IMR) due to perceived dangerous 
practices or the failure to refer emergency cases to medical services (Rishworth 
et al., 2016; Niehof, 2014). Global policies have shifted since the 1960s when the 
WHO encouraged training of TBAs in hygienic practices, identification of danger 
signs, and referral on the assumption that TBAs would often be the only person 
called to attend a birth. As the number of formally trained midwives has increased, 
new global guidelines discourage birth attendance by unsupervised TBAs since, 
even after training, they are not considered to be “skilled birth attendants.” Instead, 
health policymakers are encouraged to provide TBAs with roles that link them to 
SBAs and formal health services (WHO, 2004). Such roles include encouraging 
women to use biomedical antenatal, postnatal, and birthing services, and providing 
companionship, interpretation, massage, and drinks to women during and after 
childbirth. In some cases, TBAs are even allowed to manage uncomplicated births 
(Miller & Smith, 2017). 

The overall effect of these policies has been to reduce the professional indepen- 
dence of TBAs. In many countries TBAs practices are regulated, with adverse con- 
sequences for their social status and for maternal health (Niehof, 2014; Rudrum, 
2016; Rishworth et al., 2016; Guerra-Reyes, 2019). In Ghana, where there is a ban 
on TBAs practicing alone, they are torn between providing needed care and com- 
plying with the law. The shortage of SBAs results in some women giving birth by 
the roadside on the way to a distant health facility (Rishworth et al., 2016). In Peru, 
an inter-cultural birthing policy involves integrating “traditional” birthing practices 
through training SBAs in vertical birth. Yet TBAs (termed parteras) are excluded 
from this process and prohibited from attending home births (Guerra-Reyes, 2019). 
Given the ongoing role that TBAs play in maternity care, it is important to under- 
stand how policies relating to TBAs are developed at the local level and how they 
impact the care that TBAs are able to provide. 


Maternal Health Policy in the Context of Decentralization 
in Indonesia 


In Indonesia efforts to shift birthing practices away from use of TBAs, known in the 
Indonesian language as dukun bayi, predate contemporary global policy. The Dutch 
colonial government that introduced Western scientific medicine into Indonesia in 
the nineteenth century framed dukun bayi as dangerous to mothers’ health. They 
initiated trainings in hygienic practices that were continued after independence by 
Indonesia’s first two presidents Soekarno (1945-1967) and Suharto (1967-1998) 
(Stein, 2007). Suharto complemented training of dukun bayi with deployment of 
formally trained and licensed midwives, known as bidan. These bidan became part 
of the health workforce that was needed to manage an expanded public health 
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infrastructure including district level hospitals, sub-district health centers (puskes- 
mas), and village level monthly health posts (posyandu). The bidan program was 
rapidly expanded following the global conference on safe motherhood held in 
Kenya in 1987 that called attention to high MMR globally, including in Indonesia 
where it was estimated at 446 deaths per 100,000 births in 1990. Indonesia com- 
pared unfavorably with other nations in the region, for example, MMR was 152 in 
the Philippines, 79 in Malaysia, and 40 in Thailand (WHO et al., 2015). The high 
MMR in Indonesia was not only a health and humanitarian concern but also a source 
of national shame (Achmad, 1999). 

The high proportion of mothers giving birth with dukun bayi, estimated at two 
thirds of births in 1991, was perceived to be a significant factor contributing to 
maternal mortality in Indonesia (Shiffman, 2003). In response, the bidan di desa 
(village midwife) program was launched in 1989 with financial assistance from the 
World Bank and UNICEF, with the goal that every village would have a resident 
bidan. Initially, nurses were given 1-year training in midwifery at a government or 
private university. In 1998 this was replaced by 3-year midwifery training for high 
school graduates (Heywood & Harahap, 2009). Indonesia’s bidan de desa program 
was part of a broader set of strategies to improve maternal health that included 
expansion of 24-h obstetric care facilities located at puskesmas and financial assis- 
tance to mothers giving birth through government health insurance programs. 
Jamkesmas, health insurance for the poor, initiated in 2008 was supplemented by 
Jampersal (2011-2014) that covered the cost of childbirth attended by a skilled 
birth attendant at a health facility (Magrath, 2016).* In combination, these policies 
contributed to substantial gains in maternal health. In 1990, 79% of births occurred 
at home, 65% of them with no skilled attendant (NPFPB & MoH, 1991). By 2017, 
74% of births were delivered at health facilities and 91% of mothers used a skilled 
attendant (NPFPB & MoH, 2017). While Indonesia fell short of meeting its MDG 5 
target, by 2015 maternal mortality had declined by 31% from 1990 levels to 305 
deaths per 100,000 live births (Badan Pusat Statisk, 2015). Although these gains are 
considerable, national averages mask wide regional variation (Hay, 2015). Indonesia 
has 262 million inhabitants with more than 300 ethnic groups spread over 17,744 
islands (Agustina et al., 2019). 

As the number of bidan increased over time, relationships between bidan and 
dukun bayi evolved. Initially, bidan were encouraged to train dukun bayi, thereby 
supporting their independent practices. Dukun bayi were provided with birthing kits 
including scissors, aluminum pans, and baby weighing scales (Hildebrand, 2012). 
By 2000, many villages had bidan and it became mandatory for every birth to be 
attended by an SBA. In line with WHO policy at the time, training programs for 
dukun bayi were phased out. Instead, they were encouraged to work as partners with 
bidan, under a national Policy on Partnership between bidan and dukun bayi that 
was formalized in 2007 (Titaley et al., 2010). Under the partnership dukun bayi are 


“From 2014 Jampersal and Jamkesmas were integrated into the national health insurance program, 
Jaminan Kesehatan Nasional. 
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incorporated into the health system with a defined role that apparently reconciles 
the popularity of the dukun bayi with concerns over the safety of her practices. 
According to the implementation manual for Partnership between Bidan and Dukun 
Bayi (Indonesia Ministry of Health, n.d., p. 9-10), dukun are to encourage pregnant 
mothers to use ante-natal, birthing, and post-natal services of the bidan; accompany 
mothers to these services and assist the bidan; carry out local religious or traditional 
rituals beneficial to health; educate mothers about pregnancy, danger signs, nutri- 
tion, birth planning, family planning, and breast feeding; and make home visits after 
the birth. Bidan are supposed to provide guidance to dukun and give them a share of 
their income from birth attendance (ibid p. 16). Although the manual describes the 
dukun as no less important than bidan (ibid p.6), the description of their roles is 
asymmetrical with dukun expected to give up independent practices to assist the 
bidan. This reinforces longstanding inequities in the social status and valuation of 
the two types of midwives from the perspective of the formal health system. Even 
though dukun bayi are highly regarded in their communities they are not always 
respected by bidan and other health professionals (Hildebrand, 2012). 

Despite the clear and detailed guidelines, there has been wide variation in the 
implementation of the Policy on Partnership for Bidan and Dukun Bayi across 
Indonesia. Responsibility for implementing the policy falls on districts, according 
to decentralization laws, implemented in Indonesia from 1999. Decentralization, 
the devolution of authority from central to lower levels of government (Manor, 
1999), offers increased scope for policy entrepreneurship as policymakers innovate 
in adapting national policies to fit local agendas (Pisani et al., 2016). This tends to 
increase regional variation in policy implementation and health outcomes (Agustina 
et al., 2019). For example, in Nusa Tenggara Barat (NTB) district officials have not 
enforced the partnership policy strictly. Bidan prefer not to partner with dukun argu- 
ing the policy is not applicable in their region. They claim mothers will be confused 
if they involve the dukun and they want to send a clear message that the bidan is best 
(Hildebrand & Magrath, 2016). In contrast, in West Java, the policy has been sup- 
ported by provincial and district health officials. In Lahanbesar district, the govern- 
ment passed a district regulation in 2013 to strengthen partnership through provision 
of a budget to pay dukun bayi for each birth attended in partnership with bidan, and 
legally enforceable sanctions if they fail to partner. 


The Development of the District Regulation on Partnership 
Between Bidan, Paraji, and Kader: Policy Entrepreneurship, 
the Use of Evidence, and the Role of Numbers 


The key policy entrepreneur in the development of the district regulation on 
Partnership was Pak Yudi, a charismatic and ebullient individual, who was the head 
of Health Promotion, one of four departments in the District Health Office. His 
department was responsible for communicating health policy to the public, 
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encouraging community participation in health policy and services, improving 
access to services through health insurance, and dealing with complaints from the 
public. Pak Yudi regarded regulation of paraji as one of the responsibilities of his 
department. He argued that many maternal and infant deaths occurred at the hands 
of paraji. While acknowledging that paraji were popular because they performed 
important cultural and spiritual roles, he maintained it was necessary to regulate 
their practices to ensure safer births. He argued the impact of the national policy on 
partnership was limited because it did not have legal force, hence the need to legal- 
ize the policy through a district regulation. 

Over a period of 2 years from 2011 to 2013, Pak Yudi applied his entrepreneurial 
skills toward building support for his initiative. As head of Health Promotion, Pak 
Yudi had developed an extensive social network including NGOs, the media, busi- 
nesspeople, and politicians. His office saw a steady stream of visitors and Pak Yudi 
used his connections to promote the regulation through a series of meetings and 
media engagements (see, for example, Ruslan, 2013). 

In the following sections I provide ethnographic details of the policy-making 
process followed by Pak Yudi, focusing on three key components: building an evi- 
dence base, developing the text of the regulation, and presenting the regulation to 
key stakeholders from the district parliament. I highlight the ways evidence was 
used to narrow the options for accelerated efforts to address maternal death so that 
the regulation emerged as the best and most obvious solution. 


Building the Evidence Base: Partnership Pilots 
and Paraji Perspectives 


Pak Yudi gathered two sources of evidence to support his case for the partnership 
regulation: assessments of existing cases of legalization of the partnership policy; 
and research on paraji perspectives on the partnership policy. Two cases of legaliza- 
tion were examined, the first in Takalar District, South Sulawesi province, imple- 
mented in 2007 in nine sub-districts covering 83 villages. Reported births with 
bidan increased to 94% and maternal deaths fell from eight cases in 2007 to zero in 
2009 and 2010. The second was a pilot within Lahanbesar district enforcing part- 
nership in 23 villages in Cikakak sub-district in 2007 that had increased the percent- 
age of births with bidan to 95%. During this second pilot paraji were paid Rp 
50,000 (US$ 5) and kader were paid Rp 25,000 (US$ 2.5) for each birth attended in 
partnership. 

The research with paraji was conducted by a member of Pak Yudi’s staff, Bu’ 
Irni, who invited paraji to participate in group interviews. Recordings from inter- 
views conducted in three sub-districts give a consistent picture. The paraji all say 
that partnership with bidan is better than before because now the bidan takes the 


` Bu, short for Ibu (mother), is a term of respect for older women. 
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responsibility. According to one paraji “after birth, if there is heavy bleeding or the 
placenta hasn’t come out yet, I don’t have to worry.” Another stated she had taken 
five mothers to hospital, indicating her commitment to partnership. 

In one interview two paraji were asked about the income they received. One 
paraji stated that she sometimes received Rp 20,000-30,000 (US$ 2-3) from the 
bidan, and about Rp 150,000 (US$ 15) from the mother. The bidan would say “here 
is something to buy soap,” thereby presenting it as a gift. According to Sundanese 
culture this made it easier to receive because it suggested a social rather than 
a purely economic transaction. The implication is that the partnership is an ongoing 
social relationship of care not motivated purely by economic gain. This distinction 
is reflected in the paraji’s explanation: “I wouldn’t want it to look as though I was 
profit seeking.” Hildebrand (2017) offers an extended analysis of how social rela- 
tions of maternal care are understood as forms of gift giving by bidan, dukun bayi, 
and mothers in rural Indonesia. Asked if they knew mothers reluctant to give birth 
at the health center, one answered “many in the villages,” saying mothers feared 
their bodies would be exposed, contrary to Islamic guidelines on modesty (aurat). 
The second paraji quoted a mother saying, “I don’t want any fuss.” 

Concerns with partnership did not emerge from these interviews, perhaps because 
paraji accepting an invitation to meet with district health officials were those who 
supported the partnership policy. Voicing criticism would have been unlikely since 
the power dynamic placed a district official in a superior social position to a paraji. 
Criticism is valued negatively in Sundanese culture, similar to Javanese culture 
(Berman, 1998). 


Alternative Views on Partnership: Perspectives of Mothers, Paraji 
and Bidan 


I elicited a wider range of views from interviews with paraji and mothers in their 
homes, in the absence of government officials. Three positions on partnership 
emerged: paraji who supported partnership, those who complied reluctantly, and 
those who avoided partnership. Mak® Lestari’s views are similar to those of paraji 
interviewed by Bu Irni. She stated: “now it is better because there is no burden, the 
bidan takes the tension, it’s much better now.” Ma Halimah partnered reluctantly. 
She had worked with five different bidan, reflecting the high turnover for bidan. She 
preferred it before partnership when she could practice on her own. She explained: 
“Tf the baby comes quickly and I don’t report I am scolded.” 

Mak Uma exemplifies the avoidance of partnership. She said “it was better 
before, now we have to go to the bidan, that’s the government recommendation. But 
I follow the mother, if she wants to go with the bidan, go ahead, if she wants to come 
with me, that’s fine too.” Mak Uma had attended to a mother 8 days previously. “I 
went to her house, she didn’t use a bidan, she said she didn’t want to. I took my kit 


ĉ Mak is a term of respect used for paraji. 
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and, there was no problem, I gave her massage three days after the birth, then seven 
days, I'll continue up to 40 days.” Mak Uma did not understand why she was not 
supposed to practice independently. “I already finished my training, they gave me a 
plaque” she pointed to the sign outside her door stating she was practicing under the 
auspices of the district health office. She showed me the kit she had received in the 
1990s, including scissors and aluminum pans. Although Mak Uma claimed she 
often worked with bidan, local bidan claimed she did not partner with them and that 
she discouraged mothers from using bidan. 

Interviews with mothers who used the paraji’s services reveal how partnership 
works in practice. Three low-income mothers resided close to Mak Lestari who 
regularly partnered with the local bidan, Bidan Canti. One mother had given birth 
to her four children at home with only a paraji, in another village. She said, “it’s 
easier with the paraji, you just have to call one person, you don’t have to go any- 
where.” Asked what advice she would give her 22-year-old daughter she responded, 
“if there is no problem, the paraji, but if it is a difficult birth then she would need to 
go to hospital.” She thought the paraji would refer her to hospital if necessary. The 
second mother always had difficult births and preferred “medis,” a medical birth. 
Two of her children were born with Mak Lestari in partnership with local bidan; the 
other two were born in the hospital due to complications. She explained that since 
Mak Lestari lived close to Bidan Canti, they always came together, whoever was 
called first. The third mother had her first two children with paraji in another vil- 
lage. She gave birth to her third child with Mak Lestari and Bidan Canti and was 
happy with the partnership. 

Different stories emerged from Mak Uma’s clients. I met three mothers who had 
recently given birth with Mak Uma and two who were planning to, while attending 
a posyandu. One mother explained her baby was born at 2:00 am; they lived far 
from the road and the baby came fast. She had used a bidan during her pregnancy. 
Another mother stated, “with the bidan you will definitely be cut,’ although Bidan 
Wawan, attending the posyandu explained cutting (episiotomy) was only done if 
necessary. One of the expectant mothers explained: “I’m afraid the baby will come 
too fast.” She feared engaging with the bidan anticipating that the bidan would 
emphasize the risks of childbirth. As Bidan Wawan explained, in Sundanese culture 
pregnant mothers should avoid hearing negative things. 


What Makes for a Successful Partnership Between Bidan and Paraji? 


These cases suggest that successful partnerships between bidan and paraji depend 
on the quality of relationships between mothers, paraji and bidan. With Mak Lestari 
and Bidan Canti’s good relationship, mothers follow partnership, but in the absence 
of such relationships, as with Mak Uma, mothers receive conflicting advice from 
the paraji and the bidan. 

Bidan acknowledged that there are often tensions in relationships between bidan 
and paraji. Some expressed concern that legal enforcement of partnership could 
strain their relationships with paraji further, as paraji and mothers would become 
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intimidated, fearing sanctions. One bidan related a case of “shock treatment” when 
a health center head had called the police to visit a paraji so that she would become 
afraid to practice alone. 

A senior bidan thought bidan lacked communication skills needed to work effec- 
tively with paraji and mothers, while another confided that the quality of bidan 
training had declined due to the focus on rapid deployment. Furthermore, the least 
experienced bidan are deployed in remote areas where utilization of health services 
is low. I encountered this during a Jampersal (health insurance for childbirth) moni- 
toring visit and it is also consistent with Makowiecka et al. (2008). 

Bidan related additional concerns about the health system. They referred moth- 
ers to district hospitals not knowing whether there would be an obstetrician gyne- 
cologist, or necessary medical supplies. Sometimes they accompanied mothers to 
several hospitals with the risk of death due to delayed medical interventions increas- 
ing at each referral. Under-resourced hospitals also featured in mothers’ stories. 
One mother had delivered at the district hospital and noticed babies in the ICU unit 
sharing oxygen tubes. Subsequently she learned several of the infants died. The 
shortage of ICU units was confirmed by the Hospital Services Department head 
whom I subsequently interviewed. It was also said that health insurance was increas- 
ing demand on already inadequate resources. These concerns are consistent with the 
literature on maternal health in Indonesia that links high maternal mortality to 
weaknesses in the enabling environment for skilled attendance. Agarwal et al. 
(2019) refer to the low standard of emergency obstetric care in hospitals while 
Makowiecka et al. (2008) raise concerns over the quality of training and care pro- 
vided by village bidan. Both emphasize inadequacies in referral systems. 

My data reveal gaps between the assumptions of policymakers and the lived 
experiences of paraji, mothers, and bidan in relation to the partnership policy. When 
I presented my findings to Pak Yudi, he insisted that the regulation on partnership 
was the fastest way to address maternal death. Furthermore, paraji would benefit as 
they would no longer be blamed for poor birth outcomes and they would be paid 
whenever they partnered. Yet my conversations with paraji, mothers, and bidan 
revealed broader concerns relating to respect for paraji and professional support for 
bidan. These concerns prompt consideration of alternatives to legal enforcement of 
partnership, such as building more reciprocal partnerships based on mutual respect 
and trust and strengthening the enabling environment for skilled attendance through 
developing transportation and referral systems’ and increasing resources at health 
centers. 

Reciprocal partnerships were envisaged in an AusAid (Australian) program 
implemented in 1995-1998 that advocated: “practices of partnership that are truly 
collaborative, and not hierarchical” (Hull et al., 1998, p. 36). A DfI[D-AusAID— 
MoH partnership initiative launched in several districts in 2007 included formal 
recognition, payment, and technical training for dukun bayi. Monthly meetings of 


TUSAID funded Expanding Maternal and Neonatal Survival (EMAS) project initiated in 2011 
aims to improve referral systems, but was not operational in Lahanbesar at the time of the research. 
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dukun and bidan at puskesmas were used to strengthen partnerships (UNICEF, 
2010). Bennett (2017) goes further, suggesting a two-way relationship, with bidan 
learning from dukun about patient-centered care. The national policy on partnership 
provides a framework for the development of such programs. Lahanbesar’s district 
regulation instead focuses on providing financial incentives and sanctions to encour- 
age paraji to comply with the partnership policy. Less emphasis was placed on 
improving the quality of relationships through training of paraji or bidan. 


Formulating the Text of the Regulation 


The development of the text of the regulation represents another element in Pak 
Yudi’s strategy of policy promotion. He organized a series of meetings between 
district health staff and legal advisors, with participation from bidan and paraji. I 
attended some of these meetings and observed how the text of the national policy 
implementation manual was modified to accommodate the goals of the district regu- 
lation. Comparing the two documents, both share the objective of improving moth- 
ers’ access to quality midwifery services, encouraging dukun bayi/paraji to become 
partners to the bidan, and shifting mothers’ behaviors toward accessing services via 
partnership. The district regulation adds kader (health volunteers) into the partner- 
ship, reflecting the important role that they play as intermediaries between bidan, 
mothers, and paraji in West Java. Aside from this difference, the same definition of 
partnership is used in both documents: 


Partnership between bidan, dukun bayi (and kader) in providing health services to women 
and children is a form of cooperation between bidan and dukun bayi that is mutually benefi- 
cial and based on principles of openness, equity and trust in an effort to ensure the safety of 
mothers and babies (Indonesia Ministry of Health, n.d., p. 4; Lahanbesar District, 2013, 
p. 5, author translation). 


Both documents describe specific roles for bidan and paraji. Within the district reg- 
ulation, the respective roles are detailed using the legal language of rights, duties, 
and sanctions (Lahanbesar District, 2013). The duties of the paraji include inform- 
ing the bidan if a mother is pregnant or about to give birth, and encouraging the 
family to use the bidan’s ante-natal, birthing, and family planning services. Whereas 
the duties of the paraji are entirely framed in relation to the bidan, the term ‘paraji’ 
is not even mentioned among the duties of the bidan, suggesting an asymmetry in 
the partnership that is also reflected in the national policy. Sanctions specified in the 
regulation for both paraji and bidan include verbal or written warnings for failure 
to partner. In addition, the regulation provides a legal framework under which vil- 
lage officials may develop their own village laws, including additional sanctions 
such as fines for non-compliance. The district regulation was circulated within dis- 
trict government offices and went through several drafts before it was submitted to 
the district Parliament. 
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The District Parliamentary Meeting 


Pak Yudi’s entrepreneurial efforts culminated in a meeting with parliamentary com- 
missioners responsible for legislation on health, held on February 4, 2013 at which 
the case for the regulation on partnership was presented. The meeting was attended 
by six members of the parliamentary commission, several staff from the district 
health office, two bidan, and two paraji. Key speakers included Dr. Nia, head of the 
district health office, Pak Yudi, head of health promotion, and Bu Tia, head of the 
district bidan association. I detected three themes emerging from the speeches and 
ensuing discussions: first, the urgency of the problem of maternal death as mothers 
and infants should not be dying; second, the focus on paraji as a cause of maternal 
death, and third, the need for a partnership regulation as a mechanism for dealing 
with the problem of the paraji because the alternative, competition with the bidan, 
would not work. The sequential presentation of these three themes served to fore- 
close a broader discussion of the causes of and possible solutions to maternal death. 


Theme 1: Mothers and Infants Should Not Be Dying 


Dr. Nia stated that the purpose of the partnership regulation was to address the high 
infant and maternal mortality rate in the district. Whereas neonatal deaths had fallen 
from 551 in 2009 to 369 in 2012, maternal deaths had been rising from 33 in 2005 
to 70 in 2011 and 77 in 2012. According to theory, Dr. Nia explained, maternal 
deaths should fall as births at health facilities rise, but in this district the reported 
incidence had risen, despite increased deployment of bidan and a rise in the propor- 
tion of births at facilities. One reason, she argued, was improved reporting, since it 
is bidan who report maternal deaths. Nevertheless, she emphasized further action 
was needed to address the high rates of maternal death. 

Drawing on district-level administrative data, Dr. Nia then explained the causes 
of maternal deaths in the district, including bleeding, pre-eclampsia, and other sick- 
ness such as TB. She also discussed indirect causes such as inadequate health ser- 
vices and delays in accessing services, a veiled reference to the communities’ 
preference for home births with paraji. Dr. Nia stated dramatically that 25 of the 77 
maternal deaths in 2012, or 32.47%, were associated with births attended by a par- 
aji with no bidan present. She ended by presenting results of the partnership pilot 
carried out in Cicaklak sub-district of Lahanbesar district: “We implemented a trial, 
regulating partnership in 23 villages in 2007/8 and as a result 95% of births were 
attended by bidan and maternal deaths fell.” 


Theme 2: Paraji Are of the Past, Not the Future 
Following Dr. Nia’s speech, Pak Yudi, head of health promotion, commented that 


the main problem was that the public still choose the paraji over the bidan. The 
head of the bidan association took up this theme stating that although there were 
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628 members of her organization, the ratio of bidan to paraji was 1:5. “We have to 
clarify the limits of their work. We have to ensure that there won’t be additional 
numbers of paraji.” Here we have a new nuance. Not only are paraji presented as in 
need of regulation through a partnership that clarifies the limits of their work, the 
sheer numbers of paraji are presented as a threat that also needs to be contained. 
Partnership now appears as a temporary stage, as an ideal future with no paraji is 
anticipated. 

Several members of the Commission defended the paraji, one stating “we don’t 
want to eliminate paraji as they have done in some areas. We need to protect the 
rights of both paraji and bidan.” Another argued paraji were community leaders 
who mobilized the public while a third added “they are people who are needed.” Yet 
despite this defense, they also acknowledged that individual paraji performed dan- 
gerous practices, suggesting a degree of ambiguity toward the paraji. 

Although the commissioners’ plea to protect the rights of paraji could be inter- 
preted as referring to their collective rights to exist as paraji, the response from the 
district health officials highlighted government programs offering the children of 
paraji the chance to train as bidan. According to Dr. Nia, 50 children of paraji had 
entered the program and had become government contract bidan earning a good 
salary. She explained the examinations and licensing required of bidan, a theme 
taken up by the head of health services, who added that bidan also receive on the job 
training. She added that paraji are invited to meetings, but many do not come. 
“There are difficult paraji and their arrogance leads to deaths at the hospital (from 
late referral).” In this way she presented bidan as governable in contrast with the 
paraji, some of whom appear ungovernable. 


Theme 3: Competition Between Bidan and Paraji Will Not Work 


Pak Yudi, head of health promotion, who had done most to bring the regulation into 
being, then argued that since paraji were more popular and more populous than 
bidan “we need partnership so that they don’t compete.” With a ratio of five paraji 
to every bidan “if they compete the bidan will not win.” This is an appealing argu- 
ment in a cultural context where competition is seen as potentially destructive and 
is generally avoided in the interests of promoting harmony (Berman, 1998). Pak 
Yudi painted the roles of paraji and bidan as complementary with paraji providing 
cultural and spiritual roles and bidan providing medis, the medical role. But “paraji 
do not know how to sew tears after a birth, and some place money on the newly cut 
umbilical cord.” He added “in one month 7 infants died.” 

This dramatic statement acted as a catalyst for the head of the commission who 
responded, with a conciliatory chuckle, saying “if there were 7 deaths in one month, 
why have we not done this earlier?” He agreed to push forward the regulation as fast 
as possible but added that guidance was needed for all parties and that the paraji 
should not lose their rights. The specific rights of paraji were not elaborated by the 
commissioners, however, in marked contrast to the well-defined rights for all parties 
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outlined in the regulation. Shortly after the meeting, the regulation was passed and 
became effective mid-2013. 


Discussion 


the definition of alternatives is the supreme instrument of power (Schattschneider, 1960) 


I left Indonesia just before the district regulation on Partnership between Bidan, 
Paraji, and Kader was passed in 2013, and was unable to monitor the impact of the 
regulation first hand. There have been no formal evaluations of the program to date, 
but informal WhatsApp conversations with several bidan suggest it did strengthen 
the partnership policy in Lahanbesar district, although payments to paraji dwindled 
once Pak Yudi was transferred to a different position. There have also been improve- 
ments in resource allocations to the district hospital, improving the enabling envi- 
ronment for bidan and paraji (Personal Communication, district hospital program 
manager 2019). 

Despite the limitations of time, my account does shed light on the policymaking 
process that led to the passing of the district regulation on partnership. As predicted 
by Shore and Wright (1997) this involved foreclosing alternatives. During the pro- 
cess of building the evidence base and presenting arguments to law makers and 
other stakeholders, the regulation on partnership was presented not only as benefi- 
cial to all parties involved, but also as the fastest means to address maternal death. 
This diverted attention away from alternatives such as provision of more resources 
to health centers; improving referral systems; training bidan in communication 
skills; or deployment of more experienced bidan in remote areas. 

Analysis of the presentations made during the parliamentary meeting illustrates 
how certain logics were used to present partnership as the optimal option for 
addressing maternal death. First, the problem of maternal death is given a sense of 
urgency through Dr. Nia’s presentation of the rising number of deaths from 33 in 
2005 to 70 in 2011 and 77 in 2012. Although this dramatic increase may have been 
partly an effect of improved reporting, as Dr. Nia pointed out, it operated strategi- 
cally to strengthen Dr. Nia’s message which was that according to theory, deaths of 
mothers and infants should be falling, not rising, given the increase in the number 
of bidan attended births. The unacceptably high numbers provided a moral injunc- 
tion to act, paving the way for the second step in the logic, the framing of the paraji 
as the cause of unacceptably high numbers of maternal deaths. Reflecting global 
framings of SBAs as the solution to MMR this involves bracketing off shortcomings 
in the referral system and in the services provided by bidan and hospitals and instead 
shining the spotlight on incidents involving paraji, even though this represented 
only 32% of all cases of maternal death in 2012. Notably, the data provided did not 
allow for a comparison of the relative risks of birth with paraji and bidan. By omit- 
ting this information attention was focused on the paraji as the cause and therefore 
the obvious target for intervention. 
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The third step involved presenting legalization of the existing partnership 
between bidan and paraji as the only mechanism for dealing with paraji. The pos- 
sibility of a more equal partnership encouraging bidan to learn from the skills and 
experience of the paraji as well as vice versa is not entertained. The paraji is 
included within the partnership to avoid a negative outcome — competition with the 
bidan — rather than because her services are valued by government. The logical 
steps used in these speeches are represented schematically in Fig. 8.1. 

At play here is a manifestation of power described by Lukes (2005) as the capac- 
ity to evade conflict by omitting issues from the agenda. Tensions in the relationship 
between bidan and paraji were not acknowledged or addressed in the regulation. 
These tensions remain latent through health promotion messages that frame partner- 
ship as mutually beneficial and as fulfilling the rights of all parties involved 
(Magrath, 2019). 

Three factors in the broader policy environment help explain why district health 
officials in Lahanbesar foregrounded the regulation of paraji. First, global policy on 
TBAs has evolved from recommending training of TBAs in the 1990s, to a sidelin- 
ing of TBAs from the early 2000s, as SBAs have become more available. Discussions 
of global maternal health policy sometimes fail even to mention TBAs, despite their 
continuing presence and popularity in many parts of the world (for example, Agarwal 
et al., 2019). The expectation, voiced by Bu Ika in the parliamentary meeting, that 
paraji will soon disappear, is entirely consistent with the expectation of global poli- 
cymakers at the time, although ideas of incorporation and partnership are re- 
emerging (Miller & Smith, 2017). 

The Millennium Development Goals present a second factor in the global policy 
context that influenced the development of the partnership regulation. Percent births 
attended by SBAs is one of two key indicators for goal 5 to reduce maternal mortal- 
ity, reflecting the prominent role given to skilled attendance as a solution to mater- 
nal death. Pressure to achieve the MDGs creates a domino effect at each level of the 
health system, and in the context of decentralization in Indonesia, particularly at the 
district level. 

This brings us to the third factor, the national policy context of decentralization. 
Decentralization shifted lines of management and authority such that district offi- 
cials are now more accountable to their district parliament and the public for health 
outcomes. Pak Yudi and his colleagues therefore needed to demonstrate competency 
in addressing the issue of maternal deaths. Their options for doing so were, how- 
ever, limited by the amount of decision space actually granted to districts under 
decentralization in Indonesia (Heywood & Harahap, 2009; Trisnantoro, 2009). 


Maternal 


and infant Paraji as Partnership 


cause as solution 


deaths 


Fig. 8.1 Schematic logic of foreclosing alternatives to address maternal and infant death 
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Decision space is defined as the capacity for officials at a given level of government 
to make decisions over a range of functions, including finance, administration, man- 
agement, and policymaking (Bossert, 2014; Roman et al., 2017). 

Some have argued that decentralization in Indonesia has been incomplete due to 
the limited decision space accorded to districts where central government has 
retained control over most forms of taxation (Fane, 2003). Thus, districts rely heav- 
ily on block grants from central government. Heywood and Harahap (2009) esti- 
mated that districts in Java rely on central government for up to 90% of their budget 
and that much of this is spent on salaries of permanent civil servants and programs 
mandated by central government, giving district health offices discretion over less 
than 25% of the budget. Whereas Pisani et al. (2016) refer to increased scope for 
policy entrepreneurship under decentralization in Indonesia, this is more evident in 
policy spheres such as health promotion that require limited funding. For districts in 
West Java with little discretion over spending of central government block grants, 
the capacity for innovative investments in infrastructure or human resources required 
to improve maternal health is limited. In this context, developing a regulation on 
partnership was a realistic option requiring a small amount of funding to compen- 
sate the paraji who joined the partnership. 
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Chapter 9 A 
Making Space for Qualitative Evidence geet 
in Global Maternal and Child Health 
Policymaking 


Christopher J. Colvin 


Introduction 


The success of health interventions often hinges on complex processes of imple- 
mentation, the impact of sociopolitical and cultural contexts, resource constraints 
and opportunity costs, and issues of equity and accountability. Qualitative research 
offers critical insights for understanding these issues. “Qualitative evidence synthe- 
ses” (or QES)—modeled on quantitative systematic reviews—have recently 
emerged as an important vehicle for integrating insights from qualitative evidence 
into global health policy. 

However, it is challenging to integrate QES into policymaking in ways that are 
both acceptable to the often-conservative health policy world and consonant with 
social science’s distinctive methodologies and paradigms. Based on my experiences 
participating in and observing numerous guideline working group meetings and 
interviews with key informants, this chapter offers an auto-ethnographic account of 
an effort to integrate QES into the World Health Organization’s global OptimizeMNH 
guidelines for task shifting in maternal and newborn health (MNH). 

“Global guidelines,” like those developed by the World Health Organization 
(WHO) and other major international health institutions, are a critical component of 
global health policy. They synthesize evidence on key policy questions and set 
norms and standards for health decision-making and practice by “assist[ing] provid- 
ers, recipients and other stakeholders to make informed decisions about appropriate 
health interventions” (WHO, 2003). WHO guidelines, in particular, carry signifi- 
cant authority in global public health and have an outsize influence on health 
decision-making across a wide range of contexts (Ruger & Yach, 2009). 
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As a technology for consolidating the latest knowledge and best practices, and 
for setting policy norms and standards, guidelines are a recent development, emerg- 
ing only in the last three decades (Bhaumik, 2017). The birth of the health policy 
guideline was closely tied to the rise of “evidence-based medicine” (or EBM). EBM 
has become the hegemonic framework in contemporary biomedicine and health 
policymaking for legitimizing knowledge claims. At the methodological heart of 
EBM and “evidence-based policy-making” (EBPM) is the systematic review, which 
involves the identification, collation, and synthesis of all the available (quantitative) 
evidence on the safety, efficacy, and cost-effectiveness of health interventions 
(Mykhalovskiy & Weir, 2004). 

Guidelines are typically developed in response to specific policy and practice 
questions that, in turn, reflect knowledge gaps or contentious debates within the 
field. Systematic reviews are meant to provide independent, “evidence-based” 
answers to these questions as well as guidance on policy options and preferences. 
During the first few decades of EBM—from the mid-1970s to the early 2000s—the 
preferred form of evidence in systematic reviews was the randomized controlled 
trial (RCT), a method for producing evidence of the efficacy of a discrete interven- 
tion by attempting to control—through randomization—for all other factors related 
to an outcome of interest (Adams, 2013). Other forms of quantitative evidence that 
also assessed efficacy, albeit in a less controlled fashion, were included in these 
reviews but fell further down EBM’s standard “hierarchy of evidence.” 

Though the language and logic of EBM and the RCT are ubiquitous in biomedi- 
cine and health policy, there is growing recognition of the limits of standard EBM 
approaches (Ioannidis, 2014; Hutchison & Rogers, 2012) as well as the potential 
contribution of qualitative evidence (Gilson et al., 2011). Those involved in health 
policy are increasingly linking the success of health interventions to wider ques- 
tions about the complex processes of program implementation, the impact of socio- 
political contexts, resource constraints and opportunity costs, and issues of local 
agency, equity, and acceptability (Olivier de Sardan et al., 2017). Qualitative 
research is seen by many to offer a critical evidence base for addressing these ques- 
tions (Lewin & Glenton, 2018). 

In order to integrate qualitative research into EBM’s existing evidentiary prac- 
tices, some researchers have been developing methods for including qualitative evi- 
dence in policymaking in ways that are accepted as legitimate by those working 
within orthodox EBM frameworks. “Qualitative evidence syntheses” (or QES)— 
modeled on principles and methods of quantitative systematic reviews—is one such 
methodology. QES has been practiced on a small scale for a number of years but has 
only recently gained momentum as a method for integrating qualitative research 
into more formal processes of health policy and decision making. 

The growing place of QES in health policy raises a number of important ques- 
tions about new (and old) forms of evidence production, circulation, and consump- 
tion and about the ways in which these forms of knowledge practice reflect, and in 
turn have an impact on, forms of responsibility and accountability within health 
policy, and health governance more broadly. What forms of qualitative evidence 
will be included (or excluded) in decision making and how will this evidence be 
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evaluated (and even ranked)? How will global policymakers understand the rela- 
tionships (and differences) between quantitative and qualitative forms of evidence? 
How will they integrate knowledge from qualitative research about the role of local 
context into guidelines often understood as universal? Does the mere presence of 
qualitative evidence have the power to change global health decision-making pro- 
cesses and politics for the better, or will it simply be co-opted in service to already 
existing goals and perspectives? 

This chapter tackles some of these questions through the lens of an ethnographic 
case study of the use of QES in the development of the WHO’s “OptimizeMNH 
guidelines” (WHO, 2012) for task shifting in maternal and newborn health (MNH). 
The Optimize guidelines were the first WHO guidelines to officially include QES in 
the evidence base that informed its recommendations. It thus provides an excellent 
opportunity to reflect on the emergence and significance of new forms of knowledge 
production and decision making in global health policy. It is also an opportunity to 
reflect on the potential connections and tensions between the field of maternal and 
reproductive health and these new forms and practices of evidence-into-policy 
work. The ethnographic focus of the chapter is on the Optimize Technical Working 
Group (TWG), a collection of WHO staff and external methodologists and research- 
ers who designed the guideline development process and carried out many of the 
required evidence syntheses. The TWG was a rich ethnographic site for charting the 
development of new methods for integrating qualitative evidence into existing 
health policy practices. 

In the end, the OptimizeMNH guidelines were perceived by those involved to be 
a great success. The qualitative evidence syntheses we produced played an impor- 
tant role in shaping the guidelines’ recommendations. The TWG enjoyed flexibility 
in how it approached its work as well as widespread acceptance, even enthusiasm, 
about its efforts among the broader group of policymakers engaged with the guide- 
lines. The process did require negotiating an often delicate balance between existing 
quantitative-focused paradigms and methods for evidence synthesis and decision 
making, and the distinctive paradigms and methods of qualitative research. But the 
case study also demonstrated that EBM knowledge production practices can be 
more flexible and more accommodating of multiple methodological and epistemo- 
logical perspectives than has been previously reported. 


A Note on Methods 


I first became involved in Optimize not as an ethnographer, but as a direct partici- 
pant when I was commissioned to work on several of the qualitative evidence syn- 
theses for the guideline and join the TWG. I was initially asked to participate 
because of my previous research on task shifting among community health workers 
(CHWs). I had never conducted a QES before nor had any exposure to guideline 
development. Given the recency of both QES methodology and the evidence review 
process for Optimize, however, I was told that my lack of experience was not an 
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issue. As soon as I got involved in the project, I became fascinated by the space for 
qualitative research that had apparently opened up in this particular domain of 
health policy. I began developing a parallel (auto-)ethnographic project to reflect on 
how this space opened up, how it is understood, experienced, and negotiated by 
those involved, and what it might (or might not) say about changing practices of 
knowledge production in health policy and practice. The impetus for developing 
this parallel project has been my ongoing experience of shifting—sometimes 
uncomfortably—between my anthropological lens on the world, and my public 
health perspective. The critical medical anthropologist in me was—and remains— 
suspicious of biomedicine’s newfound interest in “qualitative” work; but the public 
health researcher in me saw—and still sees—this opening as an opportunity to be 
met with (cautious) good faith. 

I have remained involved in a number of projects of this kind since my experi- 
ence with Optimize, many of them with the same people in that initial TWG. The 
material presented here is based on my reflections about participating in the 
Optimize guideline development process as well as numerous informal conversa- 
tions over the years and 12 formal in-depth interviews with several of the TWG 
members and others involved in QES work. My work on these guidelines began in 
2011 and I have been working slowly on this parallel ethnographic project since 
then. My source material comes from field notes, minutes of meetings, formal 
review and guideline documents, and interview notes. The process of analysis has 
been iterative and has unfolded over time, through conference presentations and 
conversations with those working with me in this field. I have continued to discuss 
this parallel ethnographic project with the TWG group members and they have 
remained enthusiastic about the chance to reflect on this work. Ethics approval was 
provided by the University of Cape Town’s Faculty of Health Sciences Human 
Research Ethics Committee. 


A Primer on Qualitative Evidence Synthesis 


The recent growth of qualitative evidence synthesis as a method for “secondary” 
knowledge production emerges from the intersection of two parallel developments 
in global health research. The first is the aforementioned rise of evidence-based 
medicine and the complex set of evidentiary practices, knowledge claims, and forms 
of accountability and audit that have accompanied EBM (Adams, 2016). The sec- 
ond, less visible development has been the steady but quiet growth of “qualitative 
health research” in the health sciences (Pope & Mays, 2009). Though the tensions 
between qualitative and quantitative research in health (Inhorn, 1995; Petticrew & 
Roberts, 2003; Porter, 2006) persist, there has nonetheless been a slowly growing 
inclusion of primary qualitative research within the health sciences (Shuval et al., 
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2011).' This inclusion of qualitative research has often been slow, grudging, and 
conducted on the terms of more powerful actors within health research (see, for 
example, the recent debate (Daniels et al., 2016; Greenhalgh et al., 2016) around the 
inclusion of qualitative research in the British Medical Journal). Nonetheless, there 
are significantly more qualitative health researchers, research units, academic jour- 
nals, and grant-funded research projects than there were at the beginning of 
EBM’s rise. 

The focus of this chapter is not, however, on the rise of primary qualitative 
research in health but rather on the more recent emergence of “qualitative evidence 
synthesis,” a term for the broad cluster of methods for systematically synthesizing 
the findings of primary qualitative research from multiple research studies. QES 
methods follow, in many ways, the basic logic of a quantitative systematic review: 
a thorough search of the available evidence around a specific review question, an 
assessment of the quality of each of these underlying studies, clear guidelines for 
inclusion and systematic procedures for data analysis, and the use of multiple 
reviewers and audit trails. However, QES approaches tailor their techniques to the 
important methodological and epistemological differences between quantitative and 
qualitative research (Hannes & Macaitis, 2012). 

There has been rapid growth in QES, with nearly all of the existing reviews— 
now numbering in the thousands—having been conducted in the last 15 years, the 
majority of them in the last 5 years. Authors use a wide, sometimes dizzying range 
of approaches in QES (Dixon-Woods et al., 2005), reflecting the diversity of meth- 
odological and epistemological approaches that fall under the broad category of 
“qualitative research.” Most QES authors work in applied contexts and most of the 
existing syntheses have been produced by researchers in the UK, parts of Europe, 
and Australia. 

Though QES generally entail a high degree of methodological complexity and 
systematicity and are often published in peer-reviewed journals, they are frequently 
initially produced for use by health policymakers and practitioners in relation to 
specific policy and practice questions. Proponents of QES make several arguments 
for how these syntheses add an important dimension to health policymaking. They 
argue that qualitative evidence can answer questions that are distinct from questions 
asked in quantitative research, including: (1) the scope of health problems (and their 
causes), (2) the perspectives and experiences of different groups of people in rela- 
tion to these health problems, (3) the acceptability and feasibility of interventions to 
address health problems, and (4) factors that affect the implementation of these 
interventions (Lewin & Glenton, 2018). 


'In evidence synthesis, a distinction is typically made between “primary research” that collects 
and analyses new data (e.g., from interviews, observations, document reviews, and ethnography) 
and secondary research which synthesizes the findings from reports of previously conducted 
research (e.g., from journal articles, books, NGO, or government reports). 
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The Optimize guidelines aimed to contribute answers to all four of these types of 
questions in relation to “task shifting” in maternal and newborn health programs. 
Task shifting describes the reorganization of discrete health service tasks by moving 
them from one cadre of health worker to another (WHO, 2006). Though task shift- 
ing initiatives can address a variety of problems, in most cases, it is a response to the 
global crisis in human resources for health and an effort to realign service delivery 
to be more efficient and more in line with local resource limitations and capacity 
constraints (Lehmann et al., 2009; Mishra et al., 2015). 

In this case, practitioners, program managers, and policy-makers in maternal and 
newborn health were confronted with a series of unanswered questions about task 
shifting. The WHO Departmental Director who oversaw the guideline development 
reported that the initial trigger for Optimize was debates around whether CHWs 
could safely and effectively administer misoprostol to treat postpartum hemorrhage 
(PPH) outside of health facilities. Misoprostol is a cheap, easy-to-use, and highly 
effective life-saving drug that can prevent a major cause of maternal mortality 
(Smith et al., 2015). Reproductive health activists were pushing for wider use of 
misoprostol by CHWs for those women who could not or chose not to deliver in 
health facilities. WHO country offices were also asking for guidance on this issue 
and there was a long-standing debate within the scientific literature as well. A num- 
ber of contentious issues were at play, including the medical risks of improper 
administration of misoprostol, fears that administration by CHWs would disincen- 
tivise facility birthing, and the fact that misoprostol can also be used for medical 
abortion (Wainwright et al., 2016). 

Though task shifting of misoprostol administration for PPH was the initial trig- 
ger for Optimize, early discussions on the scope of the guideline soon identified a 
wide range of other task shifting questions in maternal and newborn health around 
which there was uncertainty about safety, efficacy, cost-effectiveness, acceptability, 
and feasibility. There were questions, for example, as to whether CHWs could be 
trained to perform neonatal resuscitation or nurses could be trained to perform 
emergency caesareans. The goal of Optimize was to review the available evidence 
on task shifting those key tasks and cadres around which there was uncertainty. The 
conventional approach in this kind of scenario is for a team like the Technical 
Working Group to compile the existing systematic reviews of safety and effective- 
ness, commission systematic reviews in areas where they do not yet exist, and pres- 
ent all the available evidence to an independent panel, the Guideline Development 
Group (GDG), that would then develop the official guideline recommendations. 

In the earliest discussions around Optimize, the focus was indeed on collecting 
quantitative evidence to address safety and effectiveness. It did not take long, how- 
ever, for those involved to recognize that task shifting is as much a problem of 
program implementation and local context as it is one of technical training and 
clinical service provision. There were also larger programmatic and political issues 
at stake here, including: the role of community health workers in primary health 
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care; the tensions between midwives, nurses, and doctors; the debates over facility- 
based versus home-based delivery; and the generally poor quality of care for women 
and newborns in many countries. Those involved in these early discussions recog- 
nized these were questions that could not be resolved through RCTs; they needed 
qualitative research to more fully understand these issues and the possible ways to 
address them. 

This recognition of the need for qualitative research did not, however, emerge 
only in relation to the specific policy questions at stake in Optimize. There were a 
number of people, institutions, resources, and existing relationships that aligned to 
set the stage for recognizing the value of qualitative research in this particular set of 
guidelines. During informal discussions about the project, for example, TWG mem- 
bers often highlighted the positive influence of the Director of the Department pro- 
ducing the guidelines, a medical doctor with no background in qualitative research 
but with deep programmatic experience of the implementation of MNH services. 
The TWG’s methodological experts had an existing relationship to this Director and 
were also long-standing advocates for improving how guidelines were developed 
and expanding the bodies of evidence guidelines made use of. 

These more internal dynamics within the WHO were complemented by recent 
expansions in the broader conceptual vocabularies of global health policymakers 
and practitioners, including the rise of “health systems thinking,” complexity the- 
ory, and implementation science, all important contexts for Optimize. In the years 
preceding the guidelines, there was growing international interest in health systems 
research and program implementation, and there were several initiatives just at the 
WHO to improve how guidelines were developed for health systems problems 
(Bosch-Capblanch et al., 2012). These conceptual developments in health systems 
research, along with the steadily growing presence of qualitative health research 
more generally, helped highlight the utility of including qualitative evidence in 
guidelines like Optimize. 

Just as critical, however, was the work of individuals and research and policy 
institutions—like the Norwegian Knowledge Centre for the Health Services, the 
UK’s National Institute for Health and Care Excellence (NICE), and the Joanna 
Briggs Institute—that had been working for years at the intersection of qualitative 
health research and policymaking, developing the concepts and tools, forming the 
personal and professional relationships, and consolidating the human and financial 
resources necessary for such an undertaking. Some of this foundation-laying took 
the form of active lobbying and awareness-raising to promote greater inclusion of 
qualitative evidence. For the most part, however, it was the alignment of numerous 
individuals, institutions, and ideas working with or, more often, adjacent to each 
other over time that ultimately created the window of opportunity for Optimize’s 
engagement with qualitative evidence. 
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The core technical working group that I joined was compromised of eight members. 
In addition to the Department Director mentioned earlier and me, there were three 
other anthropologists, two with QES and guideline development experience; a nurs- 
ing professor with QES methods expertise; and two medical doctors with some 
recent experience in conducting or reviewing qualitative research. Training in 
anthropology was predominant in the group and in our conversations, all of the 
group members (including the clinicians) frequently spoke of ethnography as both 
the richest and most rigorous and trustworthy form of evidence we might include in 
our syntheses. Though never formally codified as such, long-term, in-depth ethno- 
graphic studies stood at the top of a now-inverted hierarchy of evidence for QES. 

Since there were no existing QES that addressed the guideline’s focus on task 
shifting for maternal and newborn health, we decided to conduct three new synthe- 
ses, on lay health workers (LHWs), midwives, and mid-level providers (who occupy 
a space between nurses and doctors in the professional hierarchy). In each review, 
the primary objective was to understand the factors affecting implementation of task 
shifting initiatives in maternal and child health programs. These factors included 
both familiar concepts such as the “acceptability” of such initiatives among health- 
care workers, patients, family members, and others as well as concepts related to 
broader social and political contexts that could affect the “feasibility” of these 
programs. 

At the start of the process, I, at least, had the sense that there was a rich ethno- 
graphic literature we would be able to draw on for the LHW and midwife reviews. 
I knew some of this literature already and imagined spending the next few months 
reading more deeply. In practice, however, rather than diving into ethnographies, I 
spent most of my time reading quite short, poorly conceived and poorly written 
qualitative health research articles based on once-off interviews and focus groups 
with small groups of people. In these articles, the methods section was sometimes 
as long as the main body of the paper and the most common analytic strategy an 
anodyne form of “thematic analysis.” Quotes peppered the brief text but little was 
offered in the way of context or interpretation and discussion. 

The reason we spent most of our time working through this literature was primar- 
ily methodological. The logic of systematic reviews requires a clearly defined 
research question and a systematic search strategy. This is consonant with the reduc- 
tionist approach of the natural sciences, where the phenomenon of interest is nar- 
rowly delimited and closely examined under controlled circumstances. In our 
reviews, we defined our questions clearly but also, we thought, quite broadly. The 
LHW review, for example, was interested in any evidence on any shifting of health 
service tasks to or from LHWs in the context of maternal and newborn health. In 
theory, any ethnography that included LHWs working with women and babies 
would have been eligible. 

In practice, however, finding such literature efficiently was next to impossible. 
First, few ethnographic studies define themselves narrowly around specific groups 
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such as LHWs or specific concepts such as task shifting. Task shifting might play a 
key role in an ethnographic text but unless it is indexed as such in a database, it 
would be very difficult to find efficiently. Ethnographic research rarely sets out to 
answer such narrowly defined research questions using such discrete variables, and 
rarely frames its questions in the vocabulary of the health sciences and health policy. 

Second, we had decided to not search for books, though we could include them 
if we knew of them already or found them during our searches and they met our 
inclusion criteria. This was primarily because most databases that catalogue books 
do not do so to the same degree of precision as journal articles. The kinds of searches 
that are standard practice in EBM—precise and multi-layered searches of abstracts, 
keywords, full-text, forward and backward citations, etc.—are generally not possi- 
ble with books. The inclusion of books would have also represented a pragmatic 
dilemma in terms of how long it might have taken to properly read and extract the 
findings from multiple books. 

Finally, ethnographic and other social science research articles published outside 
of biomedical and public health contexts could be difficult to find because of the 
poor quality of the database search engines that indexed these publications. The 
biomedical research world has, over many years, and as a result of the rise of EBM, 
slowly but significantly improved the platforms for indexing and searching this lit- 
erature. Whereas this literature is often richly “tagged” with meta-data and is search- 
able with complex algorithms, the important anthropological journal database 
AnthroSource at the time only offered keyword searching, and frequently missed 
relevant articles we knew existed within its publications. Some medical anthropol- 
ogy journals are indexed and searchable in PubMed but this was only a limited 
solution to a deeper problem. 

As a result, the literature that we had imagined sitting atop the QES hierarchy of 
evidence was precisely the literature that was least visible to the methods and tools 
we had at hand. Furthermore, the literature we did find from anthropology and 
related disciplines was most often focused on the daily lived experience and “cul- 
tural contexts” of individuals, communities, and healthcare workers. As valuable as 
this was, it did not meet our inclusion criteria. Ethnographic work that closely 
examined the process of the implementation of task shifting interventions was much 
harder to come by. 

Throughout the search process, we thus confronted a number of obstacles in our 
ambition to mine the ethnographic literature. These barriers included the form and 
content of ethnographic knowledge itself, as well as the ways in which this knowl- 
edge is archived and made visible and accessible to other researchers. Also critical 
was the limiting role of time and financial constraints in determining what kinds of 
searches were possible and what kinds of knowledge would be feasible to include in 
the review. 
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I was at first frustrated by the methodological barriers to including ethnographic 
literature. These barriers were not merely technical but rather the result of long- 
standing techniques for ordering knowledge and privileging certain kinds of research 
questions and methods. It was also clear, however, that there was no easy way 
around this dilemma, not without a wholesale restructuring of the logic and methods 
of systematic reviews. This was something that would have not only required sig- 
nificant time and resources but would have also scuttled the effort to integrate QES 
into these guidelines. 

Despite this particular methodological impasse, though, on the whole, I found 
the TWG’s approach to methods to be pragmatic and flexible. When I started, I 
feared two types of methodological orthodoxy. First, I was concerned that the group 
members might try to mechanically and inappropriately translate techniques for 
quantitative systematic reviews to the qualitative literature. It was clear to me how 
this approach would undercut any legitimate integration of qualitative research into 
the guidelines. 

Second, I was worried about another kind of orthodoxy, dominant in some of the 
qualitative health research methods literature. This part of the literature is character- 
ized by a rigid, defensive, and even mystifying approach to qualitative research 
methods that tries to define itself in distinct contrast to quantitative methods. It 
foregrounds presumably insurmountable differences in epistemology between qual- 
itative and quantitative paradigms and advertises the complex, thorough, and rigor- 
ous nature of qualitative data analysis (often through highly formalized procedures 
and complex terminology). This approach diverges dramatically from my methods 
training in anthropology, which like many of my generation primarily consisted of 
advice to just go to the field and “figure it out.” 

However, the TWG’s methodological experts generally took a pragmatic 
approach. When we asked how we could adapt our search strategies, or choose a 
conceptual framework for analysis, or determine the difference between “empiri- 
cal” research and “opinion” pieces, or draw inferences from “indirect” evidence on 
different but closely related topics, the methodologists generally simply asked the 
group what seemed most “reasonable.” These kinds of questions were often debated 
at length in group discussions, where all sides of the issues were put on the table and 
a feasible but reasonable course of action eventually set out. We were always 
reminded at the end of these discussions to “show our work” and explain our 
reasoning. 

Quantitative research is of course also filled with judgment and pragmatic 
choices like these, if mostly implicitly. It is no less shot through with the need to 
manage ambiguity, uncertainty, incompleteness, and the hard-to-predict impact of 
context. But there are well-established procedures in quantitative research—again, 
many of them implicit—for making this messiness much less visible. What felt dif- 
ferent here was the absence of widely recognized, pre-existing standards against 
which to measure (or obscure) our pragmatic choices. In their absence, we were 
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counseled to record and justify our approach. This imperative to “be transparent” 
was intended to both ensure accountability and lay the foundation for the next round 
of researchers to build upon and develop a community of practice for these new 
methodologies. 

There was a great deal of positive energy and engagement in these methodologi- 
cal discussions, as well as an explicit contrast drawn between the routine pragmatics 
of methodology and broader ideological battles around knowledge production. One 
TWG member described the group as a bunch of “nerds” more interested in crafting 
a “good enough” methodology than in litigating ideological debates about qualita- 
tive versus quantitative epistemology. These methodological discussions were also 
characterized by an excitement around the chance to develop new methods for new 
problems and to be involved in the “ground-breaking” step of including QES in 
WHO guidelines. 

The work of the TWG and the perspectives of its members were, of course, shot 
through with various ideologies—not least of which was the focus on innovation 
and the “historic” nature of the group’s work—but it was not always clear which 
ideological frameworks were at play at a given time. Certainly, one ideological fea- 
ture that often sat in tension with our pragmatic impulses was the emphasis on 
“evidence-based methods” and the need for vigilance in preventing unwarranted 
and “subjective” assumptions about methodological choices to overrule evidence- 
based decisions. For example, a debate emerged during the review design process 
about how many studies to include. Rather than aim for an exhaustive review of all 
the available evidence that is possibly relevant (as in a quantitative review), we did 
what social scientists often do—searched for and included the best evidence that 
would tell us the most, however, that was defined—about what we were interested 
in. We did this by sampling purposively from the broad set of studies identified in 
our original search. 

This rather conventional approach generated some real hesitation among some 
team members about the potential for bias and the lack of an objective evidence 
base about how certain sampling strategies might shape the direction of our review. 
The anthropologists in the group countered that the possibility of alternative inter- 
pretations was a central tenet of the interpretive process—and thus not a threat, nor 
something that could be resolved through “evidence” —and that a random sample of 
eligible studies would send precisely the wrong message about how interpretation 
works. We also argued that reading the full set of potentially eligible studies, in 
some effort to avoid “bias,” would likely overwhelm our capacity to effectively 
interpret it. Whereas “more data” is often assumed, rightly or wrongly, to be prefer- 
able in quantitative research, this is usually not the case in qualitative research. 

Behind this decision to purposively sample were other factors as well, including 
limited funding, limited time frames, and a palpable dread within the TWG of hav- 
ing to deal with even more poorly done qualitative health research. These factors— 
time, resources, and the often-difficult lived experience of the review process—were 
significant forces shaping the pragmatic decisions made within our reviews. 
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Show Your Work!: Transparency, Accountability, 
and Interpretation 


While this kind of pragmatism was a welcome surprise to me, one consequence of 
“showing your work” was a kind of “bread crumb” approach to supporting argu- 
ments and referencing studies in our narrative. See, for example, the following 
excerpt from the LHW review: 


“In four USA-based studies (S16; S50; S52; S53), LHWs gave mothers, including teenage 
mothers and others in difficult socioeconomic circumstances, emotional and practical sup- 
port and also promoted healthy behaviours during pregnancy, childbirth and in the first few 
weeks after birth. In one Australian study, LHWs offered emotional support and practical 
help to parents at risk of child abuse and neglect (S55). In approximately twelve studies, 
from Australia (S10), Canada (S17-18, 48), the UK (S35, S37, S44), the USA (S40, S46), 
Brazil (S47), Mexico (S51), India (S1), Papua New Guinea (S2) and Viet Nam (S19), 
LHWs carried out a package of tasks that were primarily promotional with the aim of 
improving maternal and child health” (Glenton et al., 2013). 


This kind of analysis is at the opposite end of the spectrum from my experience in 
anthropology where ethnographic authority (properly established), the ethnographic 
vignette, and convincing theoretical argumentation are valued as the proper grounds 
for defending interpretations. Ethnographic claims should be defendable but not 
entirely or, at least, easily auditable. 

The approach here, however, is organized in a way that always anticipates the 
audit. There was even frequent mention of the need to leave “audit trails” for future 
reviewers and readers. In the review narrative, however, this rhetorical strategy sits 
in awkward tension with conventions in qualitative interpretation. This is perhaps 
best seen in the strange phrase “In approximately twelve studies,” a nonsensical 
wording (since it is exactly 12 studies) that attempts to combine the imperative for 
transparency and audit with qualitative narrative’s customary resistance to quantify- 
ing individual points of information. 

This approach is rooted in an idea that one can directly link interpreted findings 
to individual findings in the individual studies being reviewed. Instead of building 
holistic interpretations within studies or developing thematic, even explanatory 
interpretations across studies, the primary unit of analysis was the individual find- 
ing, supported by a precisely specified evidence base. 

In the process, however, the cited studies appear to provide equivalent support 
for each claim. Each study, though, was conducted in a particular context with its 
own unique research question. The collected findings may have only been loosely 
comparable to each other. Specifying all the possible nuanced differences between 
studies supporting a synthesized finding is impractical (and is in fact the necessary 
“hidden” work of interpretation). But the demand for transparency required this 
kind of documenting and it often felt like the text—and our analytical ambition— 
was weighed down by these citations, making it difficult to draw connections across 
findings, evaluate patterns, and propose interpretations at a more abstract level. 
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Much of this effort to show our work and be transparent in our methodological 
judgments and interpretations was about demonstrating the legitimacy of this type 
of evidence production and our willingness to be held accountable for our work. 
This was especially important given the skepticism with which we feared some in 
the WHO and elsewhere would view our efforts to integrate qualitative evidence 
into these guidelines. Other forms of accountability and legitimacy, both new and 
old, were at work here as well, though. Central to the perceived legitimacy of our 
efforts was that we were working under the auspices of the WHO’s overall Guidelines 
Review Committee and its Guidelines Development Handbook. Official institu- 
tional approval, and our accountability to the institution’s procedures and standards, 
was vital to the legitimacy of our work, both in the eyes of the TWG members and 
other observers. Also important was the fact that many TWG members were affili- 
ated with recognized research institutions and initiatives, ensuring a further layer of 
legitimacy and accountability. 

There was one final and unexpected dynamic of accountability that may have 
emerged out of our careful documenting of the qualitative evidence. When this proj- 
ect began, I heard concerns from several people about the ways Guideline 
Development Groups (GDG)—the independent experts who review the TWG’s 
work and make the formal recommendations—sometimes too easily brought their 
own personal experiences and perspectives to the table, using their social status 
within their field or the GDG to push specific policy options. This was especially 
true, they argued, when a GDG had only had effectiveness and safety data to work 
with. There have also been long-standing concerns that the experiences, needs, and 
preferences of patients and affected communities are not adequately represented in 
GDGs and that specialist panelists may too often think they can “speak for” these 
under-represented groups (Knaapen & Lehoux, 2016). 

We certainly did not expect our qualitative syntheses to provide data-driven 
answers to all of the possible policy questions and options on the table. Having the 
evidence from our reviews readily at hand, however, may have transformed to some 
extent how conversations and decisions unfolded within the panel. There may have 
been less scope for bringing personal experiences with implementation of programs 
to the conversation when evidence on implementation was now available in another 
form. The presence of qualitative reviews may have also sat in tension with the 
inputs from stakeholder, advocacy, and community representatives on the GDG. 


Conclusion 


So what might the aforementioned developments signify? I have described how 
those of us working to integrate QES in the Optimize guideline development pro- 
cess attempted to open up a space for a new kind of evidentiary practice—one which 
could in turn entail new forms of policy decision-making and practice—but were 
then confronted by a range of social, material, and technical limits to this project. 
Observers and supporters of this effort spoke often of the rhetorical importance of 


172 C. J. Colvin 


having QES meaningfully integrated into these guidelines, arguing that it would 
strike a real blow for the inclusion of new and potentially transgressive forms of 
knowledge within the often conservative world of health policy. I have mentioned 
earlier the growing strength of ideas of health systems, implementation science, and 
policy translation in global health as well as the slow (and still siloed) growth of 
qualitative research in health (Daniels et al., 2016). The decision to integrate QES 
into these WHO guidelines was indeed a coup for those promoting these agendas. 

Of course, in practice, the project’s success hinged on a careful balance between 
adopting conventional, quantitatively inspired methods and standards familiar to the 
WHO authorities overseeing the guidelines and innovating new methods that would 
both suit the project needs and please a different set of authorities (i.e., social scien- 
tists and other qualitative research experts). This experience raises important ques- 
tions about how our understandings of EBM and EBPM may need to be revised. 

For example, the integration of QES in global guideline development entails 
many of the same processes of formalization (of synthesis methods), disentangle- 
ment (of evidence from its underlying contexts), and separation (of science from 
politics) that have been identified by ethnographers and STS scholars of EBM 
(Moreira, 2007; Bohlin, 2012; Sundqvist et al., 2015). However, many of these 
procedures also look somewhat different from how they have been described in the 
literature on quantitative-focused EBM. The use of purposive sampling in QES, for 
example, introduces forms of judgment typically thought—albeit incorrectly—to be 
excluded from EBM procedures. Similarly, recognition of the critical role of local 
context in explaining the findings from individual studies sits in tension with the 
idea that EBM always works to disentangle findings from the contexts of their pro- 
duction. Finally, the broad scope and flexible nature of many QES review questions 
and the often iterative nature of QES search processes both complicate the produc- 
tion of “non-evidence” in EBM (Knaapen, 2013). While QES do require decisions 
about what should be included as “evidence” that is responsive to a particular review 
question, the judgments required to decide on the boundary between evidence and 
non-evidence look different (see Noyes (2018) for a discussion of the question of 
relevance when assessing evidence included in QES). 

There are signs of the uptake of QES approaches in guidelines across a wide 
range of WHO departments (and at other institutions such as the UK’s National 
Institute for Health and Care Excellence (NICE)). The Department Director who 
initiated the Optimize project identified some significant ongoing effects in his field 
of the integration of QES in WHO guidelines. He described a recent guideline his 
department produced on antenatal care (ANC) (WHO, 2016) that normally would 
have focused on biologically framed outcomes like ANC-related morbidity and 
mortality. After his department’s experience with Optimize, however, the scope of 
the guidelines was expanded to include “positive pregnancy experiences,” a phrase 
they even included in the guideline title and as a core guideline objective. As with 
Optimize, concerns with biological outcomes were integrated with social, cultural, 
psychological, and experiential outcomes when developing recommendations. 

Such an extension of the imaginative boundaries of one or two WHO guidelines 
is not revolutionary. It is perhaps better understood as the result of long-term 
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foundation-laying work in the fields of health policy and systems research—and 
qualitative health research more generally—as well as growing recognition of 
implementation processes and local contexts as critical factors in the success of any 
health intervention. At the very least, the growth of QES in global health policy 
signals that there remains room—perhaps growing room—in some spaces for a 
more expansive vision of what is at stake in health policy and what forms of knowl- 
edge might best contribute to decision making about health. 
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Part IV 
The Rise of Evidence and Its Uses 


Chapter 10 A 
The International Childbirth Initiative: geide 
An Applied Anthropologist’s Account 

of Developing Global Guidelines 


Robbie Davis-Floyd 


Introduction: A Focus on Process 


As Jordan and Davis-Floyd have written, birth is everywhere socially marked and 
shaped, and local realities necessitate adjusting maternity care to fit local contexts 
(Jordan & Davis-Floyd, 1993). To date, much of the anthropology of policy in 
health has been concerned with how policies are localized and has underlined the 
importance of considering the economic, political, and social contexts when devel- 
oping and implementing health interventions (see for instance Whiteford & 
Manderson, 2000). In this chapter, I draw on my personal experience as an applied 
anthropologist to reflect on the development of global guidelines in maternal and 
child health — the International Childbirth Initiative (ICI): 12 Steps to Safe and 
Respectful MotherBaby-Family Maternity Care (2018), for which I served as lead 
editor and wordsmith. This experience sheds light on how guidelines, at the global 
level, can be successfully developed and implemented with attention to local con- 
text, with the efforts of what McDougall (2016), building on the work of Sabatier 
and Jenkins-Smith (1993) and Keck and Sikkink (1998, 1999), terms “global advo- 
cacy coalitions.” 

The chapter focuses on what my colleagues and I learned from our processes: 
First, in addition to being guided by evidence, the guidelines grew out of earlier 
initiatives, described below, that cohered around shared ideas and values of the 
women’s health and midwifery movements, including woman-centered care, a rec- 
ognition of the interconnectedness of mother, baby, and family, and the understand- 
ing that women’s rights are human rights. Second, the process of making guidelines 
heavily influences the final product, so the process must be honored, not rushed, and 
undertaken with commitment to see it through. Multi-level collaboration and 
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networking around a clear and shared vision, garnering input from many people 
with diverse voices and perspectives, and discussion and debate were essential parts 
of the creation of the ICI. I will elaborate further on these key lessons and others in 
my Conclusion. How we learned these key lessons will be clearly illustrated in what 
follows. In order to understand the creation of the ICI, it is first necessary to briefly 
acknowledge the histories of birth activism and global movements to improve the 
quality of maternal health within which the ICI is embedded. 


Birth Activism 


The creation of the ICI and its three closely related predecessors—the Mother- 
Friendly Childbirth Initiative (MFCI) (1995), the International MotherBaby 
Childbirth Initiative IMBCI) (2008), and the FIGO Guidelines to Mother-Baby- 
Friendly Birthing Facilities (2015) — are continuous with the deep history of activ- 
ism around childbirth that has been diligently recorded and brought to light by 
scholars in the anthropology of reproduction, including Brigitte Jordan (1978), 
Emily Martin (1987), Adrienne Rich (1977), Diana Scully (1980), Nancy Stoller 
Shaw (1974), Sheila Kitzinger (1972, 1979, 1980), Ann Oakley (1979, 1980, 1984), 
Barbara Katz Rothman (1982, 1989), and others. The feminist revision of birth as 
presented in these early works still retains immense power and value, exposing the 
intense patriarchal bias in what I have long called the technocratic (Davis-Floyd, 
1992, 2001, 2018a, b) treatment of women and their bodies throughout labor and 
birth. In addition to exposing the unnecessary medicalization of birth, these writers 
conducted research that revealed and defended the important social and cultural 
nature of midwifery and childbirth. Their work provided much of the inspiration for 
my own insights and birth activist work (see, for example, Davis-Floyd, 2018c, d), 
including my rather thrilling involvement with the ICI. 


The Larger Context: A Need 
for a Quality-of-Care-Based Initiative 


The ICI guidelines are embedded within larger global movements to improve the 
quality of maternal care. Significant progress has been made in maternal and infant 
health over recent decades, yet major problems remain in both developed and devel- 
oping countries. Nearly 300,000 women die each year from issues related to preg- 
nancy and childbirth, mostly in developing regions, and many more suffer from 
complications of pregnancy and childbirth. The leading individual causes of mater- 
nal mortality include haemorrhage, sepsis, eclampsia, obstructed labor, unsafe abor- 
tion, and infectious diseases such as HIV/AIDS and malaria during pregnancy 
(Nour, 2008; Say et al., 2014). All these are socio-structurally “stratified” (Ginsburg 
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& Rapp, 1995) to affect the poor far more than the well-off, as their underlying 
causes include structural violences such as poverty, lack of access to education, 
malnutrition, and the lower status of women (Davis-Floyd, 2018f; Farmer, 2004). 
The global infant mortality rate stands at around 29/1000 (WHO, 2018a). Leading 
individual causes of neonatal and infant mortality include prematurity, low birth 
weight, birth asphyxia and injuries, infection, congenital birth defects, sudden infant 
death, respiratory distress, and gastro-intestinal diseases—most of which also stem 
from the underlying causes listed above (WHO, 2018b). Yet despite their stratified 
embeddedness in these larger problems, most maternal and infant deaths are pre- 
ventable through a combination of strategies including skilled attendance during 
childbirth from caregivers trained in facilitating the normal physiology of birth and 
breastfeeding, and access to emergency obstetric care (Cheyney & Davis- 
Floyd, 2019). 

Although a global increase has been seen in skilled birth attendance, mainly due 
to an increase in facility-based birth, still many women, fetuses, and babies die or 
develop lifelong disabilities due to poor quality of care, despite having reached a 
facility (see Bhutta et al., 2014; Miller et al., 2003). The use of medical interven- 
tions in pregnancy, labor, and birth can be lifesaving, but their overuse leads to 
avoidable complications, and causes harm and even death. Unnecessary overuse has 
resulted in a massive increase in health care costs, straining resources without 
improving birth outcomes (see Anderson et al., 2020). For example, caesarean rates 
in many countries far surpass the recommended upper limit of 15—20% (Miller 
et al., 2016; WHO Statement on Caesarean Rates, 2015). Lack of availability of 
caesarean section when needed costs lives, but its overuse carries serious potential 
short- and long-term harms, especially for mothers, including infection, blood loss, 
blood clots, and problems in future pregnancies. Care providers trained in interven- 
tion use are rarely also trained in the skills and knowledge required to support the 
normal physiology of labor and birth (Miller et al., 2016). 

Ministries of Health and national governments in general see facility birth as an 
essential part of their overall push toward “development” and “modernization” 
(Cheyney & Davis-Floyd, 2019). Yet many birth facilities, particularly in low- and 
middle-income countries (LMICs), are overcrowded, understaffed, and have few 
resources. Women often choose to avoid such facilities because of abuse, coercion, 
and/or neglect (Sadler et al., 2016; Savage & Castro, 2017; UN, 2006). Recently 
there has been increasing focus among international and national organizations on 
examining the quality of care and highlighting the abuse/neglect of women in facili- 
ties during childbirth and the lack of professional and social accountability among 
facility-based care providers (Assembly UNG, 1993; UN, 1966; UN Entity for 
Gender Equality and the Empowerment of Women, 2009; UN High Commissioner, 
2010). Evidence collected in a variety of settings has documented that the quality of 
care is directly related to maternal and newborn health outcomes, including mortal- 
ity (UN, 1996, 2009; White Ribbon Alliance 2011). Therefore, many saw a need for 
a global initiative focused on improving quality of care, and that understanding led 
to the development of the IMBCI, the FIGO Guidelines, and finally the ICI—a pro- 
gression that I will describe in the next section. 
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Creating the International MotherBaby Childbirth Initiative 
(IMBCI): 10 Steps to Optimal MotherBaby 
Maternity Services 


The Coalition for Improving Maternity Services (CIMS), founded in the United 
States in 1996, for a time incorporated in its membership 50 childbirth-related orga- 
nizations representing over 90,000 members. Its mission was to promote a wellness 
model of maternity care that would improve birth outcomes and substantially reduce 
costs. This mission was ultimately realized as the Mother-Friendly Childbirth 
Initiative (MFCI): 10 Steps to Mother-Friendly Hospitals, Birth Centers, and Home 
Birth Services. I served as lead editor and wordsmith for the MFCI, with Henci Goer 
and Roberta Scaer as co-editors. The MFCI was modeled, in part, after the long 
extant (1991) WHO-UNICEF Baby-friendly Hospital Initiative (BFHD, and the 
BFHI 10 Steps to successful breastfeeding were incorporated as the final Step of the 
MEFCI and the other three initiatives that followed it. 

The MFCI was released in 1996, went global via the internet, was translated into 
multiple languages, and was put to work in many countries, most often by consumer 
organizations. In subsequent years, CIMS received many requests from organiza- 
tions and advocacy groups both large and small around the world to help them cre- 
ate their own initiatives. To these requests, CIMS consistently responded with the 
message that the MFCI was freely available and could be adapted by any country to 
meet its own needs. We did not want to seem in any way to be “American imperial- 
ists,” so we kept repeating that message. Yet over time, more and more international 
birth activists and practitioners, including obstetricians, kept showing up at CIMS 
conferences in the United States and repeating their requests for CIMS to create a 
global initiative that would work for all countries, insisting that they did not have the 
resources nor experience to create such an initiative, whereas 
we—supposedly—did. 

Finally, in 2005, CIMS gave up protesting that each country should create its 
own initiative, and formally created the CIMS International Committee, which 
eventually morphed into the International MotherBaby Childbirth Organization 
(IMBCO), with Debra Pascali Bonaro (world-renowned birth activist, doula trainer, 
and producer of the film Orgasmic Birth) as its Chair, and Maureen Corry (then- 
Director of Childbirth Connection), Rae Davies (a doula trainer and administrator 
who later became IMBCO’s Administrative Director), Mayri Sagady-Leslie (nurse- 
midwifery practitioner, researcher, and professor), and myself (an applied reproduc- 
tive anthropologist) as the five original IMBCO Board members. Our initial goal 
would be to create a global initiative based on a worldwide survey of birth and 
breastfeeding organizations to assess levels of agreement with the 10 Steps of the 
MFCI. The survey results showed that agreement was high, so we felt we had a 
working mandate to create what became the IMBCI—an initiative based on a pro- 
cess of extensive collaboration and networking, which we knew were essential in 
order to ensure strong international support. 
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To jump-start our process, we obtained funding to hold a meeting in Geneva of 
what we called our Technical Advisory Group (TAG), which was attended by repre- 
sentatives from the following organizations: WHO, UNICEF, USAID, CIMS, 
Childbirth Connection, Lamaze International DONA, La Leche League 
International, Wellstart International, the World Alliance of Breastfeeding 
Associations (WABA), the International Lactation Consultant Association (ILCA), 
the International Confederation of Midwives (ICM), the International Council of 
Nurses (ICN), the International Pediatric Association (IPA), and JPHIEGO. We 
recruited these organizations because of our profound respect for the international 
work they had already done, and left that 2-day meeting with an initial draft of the 
IMBCI. The process of finalizing the IMBCI then took a full year, during which I, 
as lead editor, garnered feedback from over 100 childbirth experts, practitioners, 
grassroots activists, and some interested lay women from many countries, and of 
course, from the original members of the IMBCO Board. Gathering this broad 
range of feedback was essential to the IMBCI’s success and its eventual ability to 
serve as a template for the ICI (see below). Every individual who received a draft 
was able to make some kind of contribution toward its betterment, demonstrating 
the values of collaboration and of patience. 

An important and lasting contribution of the IMBCI is the term “MotherBaby” — 
first used by Audrey Naylor, MD, DrPH, who was then CEO of Wellstart 
International. A pediatrician and longtime champion of breastfeeding in the interna- 
tional arena, Naylor believed that “mothers and babies are an interdependent, bio- 
logic unit...inseparable throughout the continuum of care” (Naylor, e-mail message 
to Mayri Sagady Leslie, August 8, 2010). Once the IMBCI was completed, we 
posted it on our newly created website www.imbci.org and sent it out to our IMBCO 
regional and country representatives. They translated the IMBCI into 27 languages 
and put it to work in their countries and regions. A number of smaller birthing facili- 
ties and NGOs took the IMBCI as their chartering document and implemented it in 
their practices and countries. (The full story of the IMBCTI is told in Davis-Floyd 
et al., 2011.) 


IMBCO’s Pilot Project: Disappointment and Setback 


A common course for international initiatives is to seek to have them ratified in a 
formal process by all major and relevant organizations. IMBCO did not choose that 
course, since we recognized that international formal ratification could hold dis- 
semination of the document up for a year or more. Instead, we chose to pilot the 
IMBCI at demonstration sites to test its efficacy in decreasing unnecessary interven- 
tions and improving outcomes via high quality of care. We felt that once contextu- 
ally relevant evidence was available, we would have a far better chance of receiving 
international endorsements and funding. 

We put out an international call, and received and, after careful review, accepted 
applications from eight hospital pilot/demonstration sites in seven countries. 
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However, we needed funding for practitioner training in how to implement the 10 
Steps, and for statistical documentation of the results of implementation so that we 
could prove efficacy. Then, suddenly, the Transforming Birth Fund, our former 
staunch supporter, indicated that they had shifted focus to the United States and 
would no longer be able to fund us. Although we were devastated, three of our pilot 
sites in Canada, Austria, and Brazil were high-resource enough to implement on 
their own: the Pavillon des Naissances, Hôpital Brome Missisquoi Perkins, 
Cowansville, Centre de Santé et Services Sociaux La Pommeraie, in Quebec, 
Canada; Community Hospital Feldbach, Feldbach, Austria, Department of 
Obstetrics and Gynaecology; and Hospital Sofia Feldman, Belo Horizonte, Brazil. 
(Sofia Feldman is described in Davis-Floyd & Georges, 2018; see also Davis-Floyd 
et al., 2011).! These highly humanistic hospitals are demonstrating in practice how 
maternity care services can offer women optimal MotherBaby care. IMBCO also 
developed evaluation tools for these and future sites to utilize, including question- 
naires addressed to women who had just given birth, self-assessment by caregivers, 
and standard statistical measurements for interventions such as cesarean or induc- 
tion rates. 


MotherBaby Networks (MBnets) 


As word about the IMBCI spread, many smaller independent facilities and practices 
began to contact us, asking how they could participate. We responded that they were 
perfectly free to implement the IMBCI 10 Steps on their own, yet we wanted to be 
connected, as by now we fully understood the importance of networking and “global 
advocacy coalitions.” Our then-Administrative and Executive Directors Rae Davies 
and Rodolfo Gomez came up with the idea of linking these sites in an international 
network and calling them “MotherBaby networks”—“MBnets” for short. “Mbnets 
consist of individuals such as midwives and physicians; or a collaboration of indi- 
viduals, community grassroots advocates and organisations, and careproviders; or a 
facility such as a birth center, clinic or hospital where women give birth... that are 
using the IMBCI to promote the 10 Steps in their own contextual surroundings” 
(IMBCO, 2020). 

Two of these MBnets—the Bumi Sehat Foundation, founded by midwife Robin 
Lim, and Mercy in Action, founded by midwife Vicki Penwell—successfully imple- 
mented all 10 Steps of the IMBCI for years in their birth centers in Indonesia and 
the Philippines. They have also done so during their maternity care relief work in 
major disaster zones in the Philippines after Hurricane Hayan; in Aceh, Indonesia 
after the tsunami; and in Nepal and Haiti after major earthquakes, providing prena- 
tal and postpartum care and assisting births in tents, with no electricity or running 
water! (For full descriptions, see Davis-Floyd et al., 2021; Penwell, 2018, and Lim 


' See http://imbco.weebly.com/demonstration-sites.html 
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& Davis-Floyd, 2021). Their work demonstrates that full IMBCI or ICI implementa- 
tion is not dependent on the availability of high technologies. We believe 
that this flexibility and non-reliance on high technology during labor and birth are 
two of the greatest strengths of these initiatives. 


The FIGO Initiative 


From its launch in 2008 until 2015, the IMBCI was the only global initiative of its 
kind. Then in 2015, FIGO published its own international initiative—the FIGO 
Guidelines to Mother-Baby Friendly Birthing Facilities—in the International 
Journal of Gynecology and Obstetrics. These guidelines were developed by the 
members of the FIGO Safe Motherhood and Newborn Health (SMNH) Committee 
in collaboration with the International Confederation of Midwives (ICM), IPA, 
WRA (White Ribbon Alliance), and WHO. I vividly recall my reaction upon first 
reading them—that they contained many similarities to the IMBCTI, that they were 
evidence-based and extremely well intentioned, and that some of their 10 Steps 
were a mélange of too many different things crowded together in each Step, result- 
ing in a lack of clarity. I longed to dig my editorial fingers into these FIGO 
Guidelines—and 3 years later, to my everlasting delight, I got the chance. 


Creating the International Childbirth Initiative: 12 Steps 
to Safe and Respectful MotherBaby-Family Maternity Care 


After launching the IMBCI in 2008, we expanded our IMBCO Board considerably 
to be more global and diverse. It currently consists of Debra Pascali Bonaro still as 
Chair; Rae Davies as Administrative Director; myself; Daphne Rattner MD, a 
Brazilian epidemiologist, professor, and former Director of the Women’s Health 
Program for the Brazilian Ministry of Health; Hélène Vadeboncoeur, a longtime 
researcher, birth activist, and scholar who authored the first Canadian book on 
VBAC and helped the Quebec Ministry of Health develop the first birth centers in 
Quebec; Amali Lokugamage, an obstetrician and researcher from Sri Lanka who 
works in London; Soo Downe, a UK midwifery professor and researcher; and Kathy 
Herschderfer, a Dutch midwife and former CEO of the International Confederation 
of Midwives. It was this IMBCO Board that participated in creating the ICI. 

In the fall of 2016, Board member Daphne Rattner organized a conference in 
Brasilia in which she took care to create a session in which both the IMBCI and the 
FIGO Guidelines would be presented. The similarities between the two were obvi- 
ous to all attending, and two of our IMBCO Board members, Kathy Herschderfer 
and Helene Vadeboncoeur, had already begun comparing their principles and Steps. 
That night, FIGO SMNH representative Andre Lalonde, Debra Pascali Bonaro, and 
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I had dinner together in the conference hotel and followed through on the idea of 
formally merging them—and that job was assigned to me. 

Since this was now my third initiative to serve as lead editor for (after the MFCI 
and the IMBCD), I had a pretty good idea of how to proceed: I immediately began to 
painstakingly integrate the two sets of guidelines, sentence by sentence and phrase 
by phrase. Early in the process, I realized that this new initiative, which we had 
decided to call the International Childbirth Initiative (ICI), was going to have to 
contain 12 Steps instead of 10, as the FIGO SMNH Committee members had 
thought of two important Steps that the IMBCI did not contain. One was staff safety 
and protection. It was surprising that we at IMBCO had not thought about including 
this issue, given that many birth ethnographers, including myself, had documented 
the challenges of being a compassionate caregiver when you yourself are being 
abused by others higher up in the system (Beck & Gable, 2012; Olza, 2013; 
Leinweber et al., 2017; Davis-Floyd, 2018e). The other was full financial disclosure 
of all hospital costs and charges in advance of a birth—we should have thought of 
that too, as it can be common in some LMICs to refuse to release babies until the 
parents have paid the hospital bill in full, even when care is supposed to be free. Lim 
and Legget (2021) also realized the wisdom of including Indicators for measuring 
the implementation of each Step — something that FIGO Guidelines contained but 
the IMBCI did not. (The lesson here: learn from others.) 


Resolving Disagreements in the Creation of the ICI 


FIGO SMNH Coordinator Andre Lalonde informed us that one of the reasons FIGO 
had not just adopted the IMBCI wholesale, but created its own Guidelines instead, 
was the issue of pain relief. In the FIGO Guidelines, Step 9 said that a mother—baby- 
friendly birthing facility: “Educates, counsels, and encourages staff to provide both 
non-pharmacological and pharmacological pain relief as necessary.” While creating 
the IMBCI, we had debated whether or not an optimal MotherBaby facility should 
offer both drug and drug-free pain relief options. The epidural is experienced by 
many women as a humanistic pain-relieving option during labor. Yet it carries risks 
and complications, especially if given too early in labor. In addition, the IMBCO 
Board felt that including pain-relieving drugs, most especially the epidural, would 
be to ask developing countries that cannot afford such drugs to provide them, which 
would be unrealistic and unfair. Thus the IMBCI suggests only non-pharmacologic 
pain relief options. FIGO was not comfortable with leaving out drug-induced pain 
relief, whereas we at IMBCO were not willing to “push epidurals.’” However, we 
could all agree that use of pain relief measures must be the mother’s choice, and that 
non-drug pain relief options should be offered first. Therefore, after various drafts, 
that ICI Step and its associated Indicators ended up reading: 
Step 5 PROVIDE PAIN RELIEF MEASURES. Offer drug-free comfort and pain 


relief measures as safe first options, explaining their benefits for facilitating normal 
birth. Educate women (and their companions) about how to use these methods, including 
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breathing, touch, holding, massage, relaxation techniques, and laboring in water (when 

available). If pharmacological pain relief options are available and requested, explain 

their benefits and risks. Train staff in all comfort measures and pain relief options and to 
respect women’s preferences and informed choices to maximize their confidence and 
well-being. 

Indicators 
1. Written protocols about comfort measures and pain relief, including the need for increased 

monitoring of MotherBaby if pharmacological pain relief is used, are in place, and made avail- 

able to assessors. 

2. In interviews and/or surveys, staff confirm their knowledge of these protocols and report being 
trained in all methods of comfort measures and pain relief. 

3. Direct observations can be made as to whether comfort measures and pain relief are being 
offered and appropriate monitoring is being done. 

4. Random record review for documenting compliance may be a possibility in some facilities/ 
practices. New mothers can be queried about the availability of pain relief measures via ques- 
tionnaires and interviews. 

This wording worked for FIGO, and it worked for us, as it does not require facili- 
ties to have the resources to provide epidurals, etc., nor does it advocate for pharma- 
cological pain relief, but rather leaves that entirely up to the birthing person as part 
of the principle of informed choice. Thus, in addition to being guided by evidence, 
the IMBCO and FIGO cohered around shared ideas and values of the women’s 
health and midwifery movements, including: woman-centered high quality care; 
recognition of the interconnectedness of mother, baby, and family; and the under- 
standing that women’s rights are human rights. This coherence also demonstrates 
my point that the process of consensus building in the development of these guide- 
lines heavily influenced the final product, so the process must be honored, not 
rushed, and undertaken with commitment to see it through. 

Another tense issue was whether or not (and how) to refer to traditional mid- 
wives. Anthropologists tend to prefer the terms “traditional,” “Indigenous,” or 
“empirical” midwives in order to fully acknowledge their important roles in their 
communities as midwives. Yet the International Confederation of Midwives defines 
a “midwife” as one who has graduated from a government-approved midwifery 
training program, seeking to reserve that appellation for professional midwives only 
(ICM, 2017). Thus, ICM, WHO, UNICEF, and others refer to these practitioners as 
“traditional birth attendants” (TBAs), and we understood that we could not garner 
their support if we used the term “traditional midwife.” In fact, the FIGO Guidelines 
made no mention at all of traditional midwives/TBAs, while the IMBCI Step 9 
called for a “continuum of collaborative maternal and newborn care with all relevant 
health care providers, institutions and organizations” including TBAs. The carefully 
negotiated inclusion of the TBA in two steps of the ICI would eventually read: 


Step 4 OFFER CONTINUOUS SUPPORT. Inform the mother of the benefits of con- 
tinuous support during labor and birth, and affirm her right to receive such support 
from companion(s) of her choice. These include father, partner, family member, doula, 
TBA, or others. [Bold in original] 


Step 11 PROVIDE A CARE CONTINUUM. Provide a continuum of collaborative 
maternal and newborn care with all relevant health care educators, providers, institu- 
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tions, and organizations. Include traditional birth attendants (TBAs) and others attending 
at births who have been acknowledged, recognized, and/or integrated into the health ser- 
vices in this continuum of collaboration. [Bold in original] 


I put the “and/or” in there very much on purpose, wishing to be careful not to 
require that TBAs had to be “integrated’”—as so often they are not, hampering their 
ability to ensure quick access to emergency care when needed (see Roy et al., 2021). 
And originally, the ICI Executive Group and the various partner organizations had 
put “trained” in front of “TBA.” We were determined to avoid wording that insisted 
that TBAs had to be officially trained to provide labor support, attend births, and/or 
accompany women to clinical facilities, and we also argued that TBA “trainings” 
had been shown by ethnographers to frequently be pedagogically ineffective and 
culturally inappropriate (Jordan & Davis-Floyd, 1993; Pigg, 1997) and that TBAs 
had been shown by health researchers to often be helpful adjuncts to quality mater- 
nity care (Sibley et al., 2004). I was told that in discussions among FIGO SNMH 
reps and representatives from WHO that WHO had not wanted TBAs to be men- 
tioned at all. This compromise in wording is one of many examples of how anthro- 
pological knowledge and perspectives on reproduction, along with knowledge of 
scientific evidence, careful wording, and consensus on key principles, contributed to 
the successful development of global guidelines in the form of the ICI. 

Another issue to negotiate was perineal shaving. In the IMBCTI, it was part of 
Step 6: Avoid potentially harmful procedures and practices that have no scien- 
tific support for routine or frequent use in normal labor and birth. But it got left 
out of the ICI because, I was told, women in many countries now shave them- 
selves—either in preparation for birth or for personal or cultural reasons. Shaving 
can lead to tiny abrasions where bacteria can grow, but IMBCO and FIGO collec- 
tively felt that we should pick our battles carefully and that the risks of shaving were 
not significant enough to include in the list of routine procedures to avoid. Much 
more important were the procedures that were included in this list in ICI Step 7 of 
procedures to avoid unless strongly medically indicated. They include, among others: 


e Medical induction or augmentation of labor. 
e Intravenous fluids. 

e Withholding food and water. 

e Continuous electronic fetal monitoring. 
e Frequent vaginal exams. 

e Supine or lithotomy position. 

e Episiotomy. 

e Forceps and vacuum extraction. 

e Immediate cord clamping. 

e Cesarean section. 

e Suctioning of the newborn. 

e Separation of mother and baby. 


Since almost all of these procedures are absolutely routine and culturally 
entrenched in hospitals all over the world, it is going to take a paradigm shift of epic 
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proportions to get practitioners to stop performing them. Yet the scientific evidence 
against their routine use is solid, and in some settings, the rates of these unnecessary 
procedures are beginning to fall. For instance, episiotomy rates in the United States 
fell from 25% in 2004 to 14% in 2014 (Friedman et al., 2015), as is the case in many 
European countries (Graham et al., 2005), 

After numerous and mostly harmonious email and phone conversations between 
Andre and myself, I finished my tasks of wordsmithing the 12 Steps and their 
Indicators and merging the IMBCI and the FIGO Foundational Principles, first 
begun by Kathy and Helene. These principles give the ICI a solid human-rights- 
based, woman-and-family-centered, and midwifery model of care foundation, 
which we decided to rename The MotherBaby-Family Maternity Care Model 
(Fig. 10.1). The ICI principles include: 


e Advocating rights and access to care. 

e Ensuring respectful maternity care. 

e Protecting the MotherBaby—Family triad. 

e Promoting wellness, preventing illness and complications, and ensuring timely 
emergency referral and care. 

e Supporting women’s autonomy and choices to facilitate a positive birthing 
experience. 

e Providing a healthy and positive birthing environment: The responsibilities of 
caregivers and health systems. 

e Using an evidence-based approach to maternal health services based on the 
MotherBaby-Family Model of Care. 


International 
Childbirth 
Initiative 


Fig. 10.1 ICI logo created by graphic designer Suzie Vitez (Permission for the use of the ICI logo 
in this publication has been granted by the ICI Executive Committee. Logo not to be replicated 
without express permission from the ICI Executive Committee.) 
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Unlike with the IMBCI, which we wanted to put into immediate action, with the ICI 
we sought endorsements from professional associations, NGOs, and university- 
based research institutes concerned with maternal and newborn health. We quickly 
received endorsements from FIGO, IMBCO, the White Ribbon Alliance, the 
International Confederation of Midwives, the International Council of Nurses, the 
International Pediatric Association, Lamaze International, DONA International, the 
Harvard T. Chan School of Public Health, and others (for the full list, go to www. 
ICIchildbirth.org). These endorsements will matter as plans for implementation 
proceed and funding for implementation trainings and results documentation is 
sought—a process already underway. We are seeking active participation from 
endorsing partners to move the initiative forward. 

Any practice or facility can implement the ICI Philosophy and 12 Steps on its 
own and join our MotherBaby networks; the ICI Executive Committee created an 
application process for sites that would like to become “early adopters” and the 
applications are flowing in. To quote directly from the ICI (p. 19): 


The ICI envisions that the actual implementation of the 12 Steps will vary between 
settings based on an assessment of current services, available resources and per- 
ceived needs. Whether or not the 12 Steps are implemented as a whole or in 
phases can be determined locally. The ICI Coordination Group will continually 
gather information on the process of implementation as it is being done in real- 
time, collate this information, analyze it, and feed it back to assist on-going 
implementation and new implementation processes. In doing so, a learning cycle 
will be created and maintained that will benefit implementation of the ICI Steps 
in all settings. 

Implementation can be small- or large-scale and both top-down and bottom-up. 
Individual facilities may be motivated and have resources to start on ICI imple- 
mentation themselves, while in other situations, health managers and planners 
may initiate a process of implementation for a specific district or region...In 
general, the ICI offers the following implementation recommendations: 


e Work with local community groups to ensure relevance, engagement, and 
acceptance by the end users. 

e Ensure the involvement of local and/or national health professionals’ organ- 
isations to support the valued care providers on the work floor. 

e Whenever possible, include the knowledge, skills and evidence contained in 
the ICI 12 Steps in continuing educational programmes and trainings to help 
with efficient implementation in practice. 


The ICI envisions that the 12 Steps will be implemented in partnerships among 
local and national health planners and managers, maternity care providers and 
communities. Ideally, the ICI 12 Steps will be embedded in local and national 
guidelines and recommendations and supported by governments, UN agencies, 
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and health funding mechanisms. The ICI endorsing partners can provide con- 
tinuing support through their networks. 


The key feature here is the /CI’s emphasis on the involvement of local groups and 
organizations. We unanimously agreed that local grassroots community groups are 
the most ideally positioned to collaborate with caregivers and facilities to monitor 
and encourage a facility’s progress toward implementation, in combination with 
international trainers to be sent in as needed. This approach is not only money- 
saving — sending international trainers is expensive — but also has the great advan- 
tage of engaging communities with the facilities that serve them, which will also 
enable these community representatives to ensure that implementation is contextu- 
ally appropriate and culturally safe. At present, the IMBCO is developing, with the 
FIGO SNMH Committee, updated versions of our IMBCO Women’s Questionnaires 
and tools for monitoring progress and self-initiated quality assurance mechanisms. 
The ICI Executive Committee also envisions a system of recognition for those who 
successfully implement the 12 Steps in any setting. 

The latest update (May 2021), which I received from Debra Pascali Bonaro, 
IMBCO Chair and member of the ICI Executive Committee, includes the informa- 
tion that 61 hospitals and health centers in 19 countries are in the process of ICI 
implementation; three midwifery programs are engaging in curriculum develop- 
ment based on the ICI in the US, Kenya, and Sweden; the ICI 12 Steps were included 
in the German Guidelines for Vaginal Birth at Term in December 2020: these guide- 
lines are for use in Germany, Austria, and Switzerland; and the ICI core documents 
have been translated into 23 languages, including Turkish, Croatian, Tagalog, Waray 
Waray, Dutch, French, Spanish, Chinese, and Mongolian. In addition, Moi 
University in Kenya received a UNFPA grant to develop and teach a training cur- 
riculum based on the ICI; the curriculum was prepared and taught during a 3-day 
training for public facility staff in October 2020. In addition, the students of the 
Mercy in Action College of Midwifery have developed training modules based on 
the ICI to teach to their partner health centers in the Philippines in 2021. The 
IMBCO Board has finalized ICI implementation guidance and tools for monitoring, 
evaluation, and learning. According to IMBCO Board and ICI Executive Committee 
member Kathy Herschderfer: 


We at IMBCO have created a series of webinars addressing each Step; these have been very 
well received. The FIGO ICI Working Group will start with a project funded by the New 
South Wales Government in Australia. This will involve ICI implementation in Fiji, the 
Solomon Islands and Papua New Guinea. A regional support team has been established in 
Australia and contacts have been made with key persons in the islands who will be respon- 
sible for the project. It is expected that the implementation will take place in 1-3 settings in 
each island and this project has been met with great enthusiasm. Because of the coronavirus 
pandemic, the start of the project has been postponed until (hopefully) in the fall. Preliminary 
preparations are being worked on with virtual communication. We are continuing to be a 
presence in various global communities who deal with respectful care. 
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Conclusion 


The ICI addresses the needs of all nations and birthing women for evidence-based 
and humanistic improvements in the quality of maternity care, and is both educa- 
tional and instrumental in purpose. The ICI’s educational purpose is to call global 
attention to the importance of the quality of the mother’s birth experience and its 
impact on the outcome, the risks to mother and baby from inappropriate medical 
interventions, and the scientific evidence showing the benefits of MotherBaby- 
Family-centered care based on the normal physiology of pregnancy, birth, and 
breastfeeding, and on attention to women’s individual needs. The instrumental pur- 
pose of the ICI 12 Steps is to put into worldwide awareness and practice the 
MotherBaby-Family Model of Care — a woman-centered, non-interventive approach 
that promotes the health and well-being of all women and babies during pregnancy, 
birth, and breastfeeding in a human rights and midwifery model of care framework, 
with care and compassion for MotherBaby within their family context. 

To recap, my account of the development of the ICI highlights two important 
reflections about the development of global guidelines. First, just as the quality of 
care influences birth outcomes, the process of making guidelines heavily influences 
the final product. Attention to process was essential, including collaboration and 
networking around a clear vision and respectful and fruitful dialogue and discus- 
sion. Second, attention to key values of the women’s health and midwifery move- 
ments, such as the importance of woman-centered care and women’s rights as 
human rights, were important shared ideas and values upon which consensus could 
be negotiated when disagreements arose. 

These findings align with McDougall’s account of the work of global advocacy 
coalitions in maternal health. According to McDougall, advocacy coalitions are 
“formal or informal networks through which actors build resources and strategies to 
influence policy.” McDougall (2016, pp. 310-311) argues that in the global case, 
“coalitions are understood less as geographically bounded and operating with for- 
mal political systems, but rather as loose collections of alliances made up of com- 
mitted individual and institutional policy actors with dense inter-organisational and 
interpersonal ties working across borders to influence policy.” McDougall shows 
that advocacy coalitions are important in facilitating cooperation among stakehold- 
ers, and can create a common platform on which many different institutions and 
types of stakeholders can engage. This insight applies to the creation of the ICI, as 
we included many different organizations and individuals in our process, and their 
participation did create a “common platform” for endorsement by diverse maternity- 
related organizations. 

As McDougall (2016) emphasizes, advocacy coalitions can also compete against 
one another for political attention. As a result, certain “camps” and actors, values, 
and forms of evidence may come to dominate policy processes. Yet in FIGO’s and 
IMBCO’s process of creating the ICI, no individual nor “camp” dominated. We 
worked relatively harmoniously, despite the fact that FIGO is a much larger and 
more globally powerful organization than IMBCO, a small NGO. Our efforts 
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resulted in the successful development of both a global advocacy coalition and a set 
of global guidelines in the form of the ICI. 

I reiterate that this chapter describes my own experience and thus can be only 
partial. Others in our advocacy coalition would no doubt tell these creation stories 
differently. In an effort to ensure that their voices would not contrast too severely 
from my own, I sent this chapter to all the members of the IMBCO Board and of the 
ICI Executive Committee for their review; they all approved it. Of course, it remains 
to be seen whether or not this new global policy initiative will be successful at 
effecting real change on a large scale. Global guidelines, such as the Baby-friendly 
Hospital Initiative, have been thinly implemented in some contexts, failing to 
improve quality of care, owing to various challenges (see for instance UNICEF and 
WHO, 2017; Wieczorek et al., 2015). Researchers will be needed to study the 
implementation process, help to identify barriers, and document outcomes. 


Our Ultimate Vision: Setting the Gold Standard for Optimal 
Maternity Care 


The full text of the ICI is available at www.ICIchildbirth.org for anyone in any 
country to download and work with in their area. Individuals, practices, facilities, 
and organizations can join our mailing list to stay informed and become involved in 
supporting and implementing the ICI 12 Steps as a template for their work, and use 
the ICI as an educational instrument and guide. Ultimately, our vision is that every 
birth facility and practice will operate according to the ICI 12 Steps, resulting in 
high quality, evidence-based, and respectful care that will dramatically reduce mor- 
tality, morbidity, and financial costs, and will physically and psychologically 
enhance both birth and breastfeeding outcomes for mothers, babies, and families. 
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Chapter 11 A 
Selling Beautiful Births: The Use geide 
of Evidence by Brazil’s Humanised Birth 
Movement 


Lucy C. Irvine 


Introduction 


In February 2018, the World Health Organization (WHO) published its recommen- 
dations on Intrapartum care for a positive childbirth experience (WHO, 2018). This 
technical guidance—aimed primarily at healthcare professionals responsible for 
developing national and local health protocols and providing care to pregnant 
women and their newborns—came more than two decades after its previous itera- 
tion (WHO, 1985). During this period, significant new challenges have emerged in 
global maternal health, many of which result from the overuse of clinical interven- 
tions in healthy pregnancies and low-risk labour. This increasing medicalisation of 
childbirth “tends to undermine the woman’s own capacity to give birth and nega- 
tively impacts her childbirth experience” (WHO, 2018, p. 1). The WHO guidelines 
reflect a consensus among global maternal health experts that maternal health care 
should be “normalised” where possible, based on the understanding that birth is a 
normal physiological process that can be accomplished without intervention for 
most women (WHO, 2018). Whilst acknowledging the importance of life-saving 
obstetric interventions for women with underlying health conditions or complica- 
tions, the WHO guidelines draw on a woman-centred model, which takes a holistic 
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approach to maternity care'. It recognises women’s social, cultural, and emotional 
needs, and the importance of comfortable surroundings and supportive birth atten- 
dants for a positive childbirth experience (WHO, 2018). These recommendations 
are supported by systematic reviews of scientific evidence (Bohren et al., 2017; 
Downe et al., 2018) and are echoed in recommendations from leading health institu- 
tions, such as England’s National Institute for Health and Care Excellence (NICE), 
and comprehensive research, such as the Birthplace in England study (Birthplace 
Collaborative Group, 2011). 

While the women-centred model of respectful maternity care informs the devel- 
opment of institutional practice and public policies around the world, service provi- 
sion is far from adequate in many health systems, with huge variation between and 
within countries. In many high-income contexts, obstetric-led hospital-based care 
has become the standard model for healthy women with healthy babies, despite the 
evidence-base favouring care in a midwifery-led unit. In over-medicalised settings, 
such as private hospitals in the United States, the Dominican Republic, and Egypt 
(Boerma et al., 2018), women are at risk of a “cascade of interventions,” in which 
one minor medical intervention, such as an induction of labour using synthetic oxy- 
tocin, can require further monitoring with a cardiotocograph (CTG), a move from 
midwifery-led to obstetrician-led care, and ultimately delivery by forceps or 
c-section (Jansen et al., 2013). In other health systems, such as rural regions of West 
and Central African countries, technological interventions are not accessible for 
women who need them, resulting in preventable deaths and illness (Cavallaro et al., 
2013). Women may also be poorly treated by health professionals, particularly in 
societies where doctors are revered and their decisions rarely questioned (WHO, 
2015; Manning & Schaaf, 2019)—this disrespect and abuse is often termed obstet- 
ric violence (Jardim & Modena, 2018). Although the term remains contested, activ- 
ists use obstetric violence to refer to both the excessive or inappropriate use of 
clinical interventions, and the disrespectful treatment of women during pregnancy 
and childbirth. 

The most alarming example of the overuse of interventions is caesarean sections. 
The global rate of c-section has almost doubled in the years between 2000 and 2018 
and is now estimated to be the mode of delivery for 21.1% of births, despite the 
WHO’s recommendation that rates above 10-15% are excessive (Boerma et al., 
2018). C-sections are “associated with an increased risk of uterine rupture, abnor- 
mal placentation, ectopic pregnancy, stillbirth, and preterm birth” (Sandall et al., 
2018). Short-term risks for newborns include altered immune development, an 
increased likelihood of allergies, and reduced intestinal gut microbiome diversity 
(Sandall et al., 2018). 


'This model emerged from social movements for midwifery and homebirth in the 1970s and 1980s 
in the United States and Canada. There is not one single definition of ‘woman-centred care’, but 
generally it requires health professionals to respond respectfully to a woman’s unique needs, 
women to be well-informed and play a central role in planning and making decisions about their 
care, and creating a calm birth environment (Morgan 2015). 
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It is now a global health policy priority to optimise the use of c-sections and other 
interventions that may cause harm to women and their newborns. In this chapter, I 
focus on these efforts in Brazil, where maternal health care in both public and pri- 
vate hospitals is highly medicalised, and “aggressive management” with excessive 
intervention is the norm (Diniz et al., 2018). My research involved following the 
movement for humanised care in childbirth—a national social movement that 
formed in the early 1990s, whose members seek to reduce unnecessary clinical 
interventions and promote a “humanised” model of childbirth where women are 
respected and birth is normalised as far as possible (Davis-Floyd, 2018). I focussed 
on the movement’s activities between 2015 and 2018 when it was starting to see 
measurable progress, with rates of c-section and episiotomy falling in São Paulo’s 
public municipal and private hospitals. The movement’s profile grew as national 
celebrities opted for normal births, and women from different areas of the country 
and different social classes sought alternatives to the highly medicalised norm. 

Key actors in the movement—including academics, humanised health profes- 
sionals, and women seeking obstetric services—have been involved in the develop- 
ment and implementation of policies to promote humanised birth, including the 
Rede Corgonha national policy plan in the public health system (Sistema Unico de 
Saúde or SUS), and a large number of local-level programmes and interventions in 
specific municipalities and hospitals (Diniz et al., 2018). I followed three policy 
case studies: (1) Parto Adequado, a partnership between Hospital Einstein (the larg- 
est private hospital in Brazil), the Brazilian health regulatory authority, and the 
US-based Institute for Health Care Improvement, which sought to reduce the rate of 
c-sections in participating private hospitals by training health professionals in nor- 
mal deliveries; (2) Parto Seguro, a policy implemented by the research institute 
CEJAM (Centro de Estudos e Pesquisas “Dr. Jodo Amorim”) and the São Paulo 
Municipality health department, which implemented humanised protocols based on 
international best practice guidelines, including freedom of movement, non-medical 
analgesia, delayed cord clamping, and breast-feeding support; and (3) the Volunteer 
Doula programme, a pilot intervention to train and integrate volunteer doulas into 
municipal hospitals, providing women with continuous support during labour. 

My findings provide a local-level analysis of what Storeng and Béhague (2014) 
identify as “evidence-based advocacy” (EBA) in their ethnography of the Safe 
Motherhood Initiative (SMI). EBA represents a shift in the tactics used by the SMI 
over the past 20 years, where actors now use quantitative scientific evidence instead 
of moral arguments to call for policy change in global maternal health (Storeng & 
Béhague, 2014). I found that members of the humanised birth movement strategi- 
cally used the power and perceived objectivity of science and evidence-based medi- 
cine (EBM) to further their goals in a similar way to the SMI actors. Storeng and 
Béhague also identify ways in which some safe motherhood experts are resisting 
and modifying these authoritative paradigms, and “couching [their] ideological and 
moral convictions in the language of scientific evidence for the sake of political 
expediency” (2014, p. 274). My findings suggest that the humanised birth move- 
ment has employed this strategy from its beginnings in the 1990s (Irvine, 2021). 
Throughout this time, key members have explicitly framed their campaigns as 
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combining evidence-based and women’s reproductive rights perspectives (Diniz & 
Chacham, 2004; Rattner et al., 2010). For instance, movement members would use 
the term “obstetric violence” to indicate that they saw the poor treatment of 
Brazilians as a violation of rights, in addition to describing the issue as a public 
health problem (the c-section “epidemic”), and references to systematic reviews 
that supported a humanised model (such as Sandall et al.’s 2016 systematic review 
of midwifery-led care). The decision of which strategy to use (or whether to use 
them all in the same speech, legal document, or social media post) depended on its 
perceived effectiveness and on who the audience was. This research is, therefore, 
also a contribution to what Ecks has called “evidence-based medical anthropology”, 
where evidence use is performative, strategic, and “always used in relation to a par- 
ticular audience” (2008, p. S85). 

In the same way that some SMI actors expressed frustration with the “techno- 
cratic narrowing” of the policy agenda through prioritising particular forms of 
evidence (Storeng & Béhague, 2014), some members of the humanised birth move- 
ment were exasperated that pro-c-section doctors and the powerful medical lobby 
resisted the movement’s activities and policy reforms, and firmly rejected the scien- 
tific support for humanised birth and moral claims that their actions constituted 
obstetric violence. In response, some members of the movement also used other 
tactics to raise public awareness about these issues and to stimulate private sector 
demand for humanised services. I discuss this alternative strategy and briefly reflect 
on its implications for the accessibility of natural/normal birth care. 


Methods 


My methodological approach is informed by Wright and Reinhold’s approach of 
studying through policy (2011). This method enables researchers to “follow a pro- 
cess of contestation as it tracks back and forth across different sites in a policy field 
and over time” (Wright & Reinhold, 2011, p. 88). It captures how policies develop 
and the real-life impact they have as they are implemented, how they are perceived, 
potentially manipulated, and shape people’s everyday lives—aspects that are often 
missing in more traditional methods of studying policy (as covered in Walt 
et al., 2008). 

From October 2015 to February 2018, I made several trips to São Paulo, for a 
total of 12 months of fieldwork. Upon arrival, I constructed a map of the policy 
community at the local level in central São Paulo, as well as key figures in the 
national movement I met at conferences in São Paulo and the capital Brasília, and 
who were vocal on social media. The movement can be conceptualised as an “issue 
network” (Walt et al., 2008) with a dominant core of stakeholders who were instru- 
mental in the development of multiple, clearly defined policy programmes. The 
movement is composed of peripheral groups and individuals working towards a 
common cause (humanising childbirth in Brazil), who have differing values (such 
as choosing to work in the private sector or public sector) and levels of participation 
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(from weekly participation in policy development meetings to occasional comments 
on Facebook groups). 

I chose research sites to conduct observation based on their association with the 
movement. These included: five municipal public hospitals implementing human- 
ised policy programmes; three humanised birth clinics that ran regular antenatal 
classes; a private hospital; state health council meetings; health conferences and 
campaigning events. I observed clinical training sessions for Parto Adequado and 
the integration of volunteer doulas into the hospital wards. The ethical approval I 
obtained from the public hospital administrations permitted me to conduct partici- 
pant observation on the obstetric wards, but not to conduct formal interviews, which 
seemed appropriate given that women there were either in labour or had recently 
given birth. I was, however, able to informally discuss their experiences of care to 
document how they perceived existing services and new policy interventions. 

I conducted in-depth semi-structured interviews (n45) and shorter informal inter- 
views during participant observation (n4) with: women who were pregnant or had 
recently given birth in the public or private sector (n8), doulas and trainee doulas 
(n15), midwives (n10), obstetricians (n5), senators and politicians (n4), academic 
researchers (n4), and the policy programme leads (n3) at CEJAM, Hospital Einstein 
and the São Paulo municipal health department. I conducted two focus groups—one 
with a group of trainee doulas from the private sector, another with trainee doulas 
from the volunteer doula programme. The majority of my interviewees explicitly 
identified as being part of the humanised birth movement and would refer to them- 
selves or their style of healthcare provision as humanizada, as opposed to the cesa- 
rista (pro-caesarean) doctors. 

I recruited participants by identifying key members of the movement at aca- 
demic conferences, at the municipal government health department, and at Hospital 
Einstein. I used snowball sampling to meet other stakeholders, most of whom were 
humanised health professionals. I asked key contacts to post on relevant social 
media groups about my research, asking if any mothers or women who were cur- 
rently pregnant if they would be interested in participating. This meant that I was 
mainly speaking to mothers who were self-selecting for participation, potentially 
bringing about some bias in their positive attitudes toward the movement. I con- 
trolled for this by asking interviewees to reflect on the negative aspects of the move- 
ment and its relevance for different population groups. My attempts to interview 
cesarista doctors were unsuccessful, as despite the objective position set out in my 
research questions it was likely they assumed I was involved with the movement 
and that they would face criticism (studies of the c-section epidemic and/or the 
movement have, for the most part, painted obstetricians in a negative light—see 
McCallum & dos Reis, 2008; Diniz et al., 2018; Lansky et al., 2019). 

I developed a standard set of interview questions that generally covered: how the 
interviewee perceived the humanised birth movement, why they thought there was 
more demand for humanised birth, how they sought to influence policy or improve 
services, the importance of scientific evidence, political and social rights, and sup- 
porting laws in achieving this, and what they thought of specific programmes 
(Irvine, 2021). I used NVivo qualitative data analysis software to organise and code 
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interview transcripts to compare interviews through connected themes. I coded my 
paper fieldnotes thematically and referred back to these to triangulate my data. 

Being non-Brazilian meant I was able to navigate a politically delicate field and 
ask sensitive questions that I may not have been able to if I was positioned inside the 
policy community (Walt et al., 2008). I found that having some clinical experience 
as a trainee midwife in the UK made people feel comfortable discussing their expe- 
riences of delivering and receiving obstetric care. I personally support the normali- 
sation of birth, whilst also recognising the need for life-saving interventions where 
necessary. To account for my positionality, I would remain impartial in interviews 
until explicitly asked about my own opinion. Many people were curious about the 
NHS in England because it is internationally recognised for its model of midwifery- 
led care. In response to questions, I would direct people to key research studies on 
this topic, framing my own experiences as my subjective viewpoint. 


The Intervention Epidemic in Brazil 


There is strong evidence to support the humanised birth movement’s claims that the 
excessive use of procedures in Brazil is driven by political, economic, and conve- 
nience factors rather than genuine clinical need. C-sections and other clinical proce- 
dures are overused due to a combination of factors that include: financial gain for 
clinicians or hospitals, patient demand, cultural, and professional norms, and a lack 
of practice by clinicians of difficult vaginal deliveries (Irvine, 2021). 

Throughout the 1970s and 1980s, Brazilian maternal health care became increas- 
ingly medicalised, at the same time as services were privatised and deregulated, 
particularly in the rapidly industrialising cities. Private obstetricians promoted 
c-sections as a “safe, painless, modern, and ideal form of birth” (de Mello e Souza 
1994, p. 358). Over this period, Brazil’s c-section rate soared, with many private 
hospitals in the wealthy south-eastern states delivering 80-95% of babies opera- 
tively (Leal et al., 2012). Rates of c-section in the private sector remain between 
80-90%, and around 30-40% in public sector hospitals (Secretaria Municipal da 
Satide, 2015). Research into c-section rates (Alonso et al., 2017) and private insur- 
ance coverage (in Paim et al., 2011) suggests that around 75% of the population 
deliver in SUS facilities. These excessive rates are referred to as the “caesarean 
epidemic” in national (Ferey & Pelegri, 2018) and international media (Associated 
Press, 2015), as well as by Brazilian politicians and in leading academic journals 
(Barros et al., 2018). 

Monetary reward for physicians is a key driver of high c-section rates. In an 
attempt to lower the rate of c-section, government policy dictates that doctors are 
paid less per procedure for a c-section than a normal birth. They can, however, still 
earn more overall by carrying out c-sections by performing multiple operations per 
day. Elective c-sections can also more easily be performed during normal working 
hours, meaning doctors do not have to work nightshifts, on weekends or holidays. 
Private obstetricians will have multiple clients, all of whom expect them to be 
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present to deliver their babies, which can lead to scheduling difficulties. Elective 
c-sections are thus preferable and more convenient for many doctors, being easier to 
plan than normal birth (de Bessa, 2006). 

Because of the high rates of c-section in teaching hospitals and the use of out-of- 
date training manuals (Hotimsky, 2008), few doctors have the opportunity to prac- 
tice complex vaginal deliveries such as breech position, making them less inclined 
to perform one. Obstetricians are also expected to be proactive and “hands-on” in a 
delivery, and to treat any problem that does emerge aggressively—which normally 
means exhausting all options for intervention. Doctors who do not intervene in a 
normal birth with a poor outcome risk being sued, meaning that very few will 
attempt vaginal delivery with intermittent monitoring (the suggested approach in a 
woman-centred model for low-risk pregnancies). C-section is, therefore, the pre- 
ferred mode of delivery for many doctors, despite the risk of serious adverse effects 
for the woman and newborn (Souza et al., 2010). 

A key factor driving patient demand for c-section is the poor quality of care 
offered during normal birth, especially in the public sector. While c-section rates are 
far lower in the SUS, care is still highly interventionist, and clinical procedures such 
as the shaving of pubic hair, induction of labour using synthetic oxytocin, continu- 
ous monitoring with a CTG, and episiotomy (a surgical cut at the opening of the 
vagina) are routinely practiced (Leal et al., 2014). For instance, 56.1% of low-risk 
women undergo episiotomy in Brazil across the public and private sectors (Leal 
et al., 2014), despite the lack of clinical evidence to support its routine use (Jiang 
et al., 2017). Some SUS hospitals are infamous for institutionalised maltreatment of 
women, particularly women of colour and low economic status (Diniz et al., 2018). 
There are reports of inappropriate or disrespectful behaviour towards women by 
medical staff, most often in the form of verbal bullying and coercion into unneces- 
sary treatment. Anaesthesia is rarely used in public sector births, despite the fre- 
quent use of oxytocin to induce and augment labour, which increases the intensity 
of contractions. Because of this, many women closely associate vaginal deliveries 
with pain and suffering. Those that can will avoid this risk by paying for an elective 
c-section in the private sector (McCallum & dos Reis, 2008; Béhague, 2002). 
Women in the public sector have also negotiated with clinicians to access the kind 
of care they prefer and avoid pain. In Bahia, women persuaded doctors to use medi- 
calised interventions, such as foetal monitoring, because they knew this was more 
likely to clinically justify a c-section delivery (Béhague et al., 2002). Women seek- 
ing care are therefore not merely passive patients or consumers of care, but them- 
selves deploy strategies in order to access particular services and interventions. 

On top of this, Brazilian women face substantial legal, financial, and practical 
challenges to accessing alternative types of care, such as midwifery-led care or 
homebirth services. Only 16.2% of vaginal births are carried out by a nurse or 
nurse-midwife, with the rest performed by doctors (Gama et al., 2016). The 
University of São Paulo began the first direct-entry midwifery (obstetriz) degree in 
2005, but graduates have faced obstacles to entering the workforce. The conserva- 
tive medical lobby has blocked midwives’ appointments to public hospitals. The 
Brazilian Nursing Council has resisted licensing and regulating midwives (Gualda 
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et al., 2013). Private hospitals have refused doulas entry for questioning the overuse 
of clinical interventions. These competing professional interests create barriers to 
the employment of health professionals adequately trained in women-centred and 
evidence-based care (Gualda et al., 2013). 

Further, contracting a team of humanised health professionals is costly. From my 
interviews, I gathered that in São Paulo hiring a humanised doctor and obstetric 
nurse for their services in a hospital costs between US$1600 and US$2400, a team 
of midwives for a homebirth around US$2000, and a doula US$350—US$500 for 
either home or hospital birth. These are considerable expenses given that the aver- 
age monthly salary is around US$1000 (IBGE, 2019). Some women seek human- 
ised care at normal birth centres, most of which are free at the point of use, but this 
can mean travelling a considerable distance, as there are few in existence. At the 
time of my fieldwork, there was only one freestanding normal birth centre in opera- 
tion in São Paulo city. Across the country, some public hospitals have been refur- 
bished with normal birth centres under the Rede Cergonha policy, but not all 
hospitals are participating in these programmes. So far, seven out of eighteen 
municipal hospitals in São Paulo have brought in humanised protocols and retrained 
obstetricians and obstetric nurses under the Parto Seguro programme. Four munici- 
pal hospitals are trialling the volunteer doula programme. 

These financial barriers to accessing humanised birth services reinforce the 
existing unequal distribution of obstetric care. Poorer women using SUS hospitals 
are more likely to experience poor quality care or obstetric violence unless they live 
close to one of the hospitals participating in Parto Seguro or another humanised 
policy programme. In contrast, upper-class women can opt for an elective c-section 
with a private obstetrician and also have the option of contracting their own human- 
ised birth team at home, or delivering at a private hospital that permits human- 
ised births. 


The Movement for Humanised Care in Childbirth 


The movements’ diverse members are united by their goal to normalise vaginal 
delivery for low-risk births and to humanise care more broadly. “Non-expert” mem- 
bers include pregnant woman and mothers who have sought out a humanised birth. 
“Expert” members include academics, politicians in regional government health 
departments, and humanised health professionals—doctors, midwives, nurses, 
anddoulas who practice according to this model (Diniz, 2005; Diniz et al., 2018). 
The movement is active across the country, with many different permutations (see 
Béhague, 2002; McCallum & Dos Reis, 2008). Members are predominantly upper- 
and middle-class women, educated, branca (of European descent), and carry “cul- 
tural capital”, understood as the capacity to critically challenge certain social 
regulations (Carneiro, 2015). 

Diniz (2005), who has studied the movement extensively, describes how it grew 
slowly over the 1970s and 1980s, when dissident health professionals were inspired 
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by indigenous childbirth practices and the global feminist movement. From the late 
1990s the humanised birth community met several times a year at conferences and 
communicated via email, and more recently, social media platforms (Irvine, 2021). 
Important milestones included the first humanised public maternity hospital in Rio 
de Janeiro in 1994; the creation of prizes for humanised maternity wards, based on 
adherence to WHO recommendations for promoting normal birth; and the introduc- 
tion of freestanding normal birth centres. The movement has played a central role in 
influencing public policy and some members have worked closely with the govern- 
ment to develop humanised policy interventions and guidelines (see Diniz et al., 
2018 for a comprehensive list of these). 


Strategies for Humanising Policy and Practice 


Movement members transitioned between personal and professional spheres, 
employing different strategies as they moved between sites and spoke with a range 
of audiences. Different factions within the movement prioritised particular activities 
for influencing policy over others. Some members—mostly academics working at 
universities and in national and local government departments—directed their atten- 
tion towards using research to inform public policies, campaigning and lobbying for 
the rights of women to have access to humanised services in SUS hospitals, and 
sharing information about humanised birth with women in poorer areas of the city 
through outreach programmes. Within this group, actors tended to support their 
arguments either with scientific evidence and/or rights-based arguments grounded 
in national and international law. 


Obstetric Violence 


Obstetric violence was commonly discussed among movement members—and it 
was one of the primary reasons that women sought humanised care or became 
involved with the movement. One woman, a nurse, described its long-term impact: 
“I suffered obstetric violence from an obstetric nurse...in 35 years I haven’t been 
able to forget...It’s the same for all of us [women]. During labour, we are abused”. 
Women described specific clinical interventions that are contraindicated in best 
practice guidelines (such as routine use of episiotomy) as obstetric violence: 
“women, principally black women from the periphery, suffer [obstetric violence] 
the most...we have cases where women have had the cut on the perineum without 
anaesthesia, and this is recurrent”. Until recently, the term “obstetric violence” was 
present in formal policy documents, including in a memo written in 2014 by the São 
Paulo State Ministry of Health which defined it as: “the appropriation of women's 
bodies and reproductive processes by health professionals through dehumanised 
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treatment, drug abuse and pathologisation of natural processes” (Ministério Público 
do Estado de São Paulo, 2014, p. 1). 

Obstetric violence was a central theme of public academic events with high- 
profile speakers from academia and government. For example, a conference held at 
The University of São Paulo’s Faculty of Public Health was entitled “Best practices 
to counter obstetric violence”. At this event, Professor Simone Diniz (who is fre- 
quently cited in this chapter) spoke about the evidence of the effect of obstetric 
violence on physical and mental health indicators, and the State Secretary for Health 
gave a plenary session which detailed the “gold standards and best practices” to 
reduce obstetric violence. The title and content of these talks very literally brought 
together the discourses of obstetric violence and scientific evidence. 

The idea of the right to quality humanised care and freedom from violence also 
came up frequently in interviews. In her discussion of the Volunteer Doula 
Programme, a leading academic who ran advocacy groups argued: “if health is a 
right, and not a product—doulas improve outcomes for babies and women, so a 
doula should be a right in the SUS”. Similarly, one of the few working midwives 
described the movement as a “battle for rights”, another explained that women had 
“the right to a homebirth” and another still stated that a woman has “the right to a 
professional companion of her choice”. These activists’ claims were supported with 
references to clinical evidence that supported the interventions referred to—for 
instance, the doula who insisted women have a right to homebirth went on to talk 
about how “studies confirm it”. 

However, the changing political environment influenced which strategies activ- 
ists were using. Two senior politicians explained that they had worked with the 
movement to create a progressive course for the volunteer doula training pro- 
gramme, “about elements of humanised birth, feminism, and principally to combat 
obstetric violence”. But when the conservative mayor of São Paulo, Joao Doria, 
came into office in January 2017, “the feeling of the course changed completely...the 
content of the course has been tamed...they said you cannot teach obstetric violence 
in a doula course”. Obstetric violence was clearly politically controversial and had 
to be removed from the volunteer doula training programme in order for it to run 
during the Doria administration. The term recently has been revoked and disallowed 
in policy by the Ministry of Health under President Jair Bolsonaro, to the ire of the 
humanised birth movement (Cancian, 2019). The Brazilian Medical Association 
argued that the term is too judgemental and attributes the poor quality of care solely 
to doctors. In the eyes of most humanised birth activists, this was an accurate attri- 
bution. When movement members met this kind of resistance from the medical 
establishment and politicians, they would turn to the authority of scientific evidence 
to bolster their claims. 
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The movement worked to bring in evidence-based policy-making (EBPM) to 
national decision-making. In 2011, CONITEC (the National Committee for Health 
Technology Incorporation) was established to make recommendations for the use of 
medicines and procedures in the SUS based on the best available scientific evi- 
dence. According to a midwifery professor involved in the movement, CONITEC is 
directly modelled on similar health technology assessment (HTA) initiatives from 
other countries, such as NICE and the Belgian Health Care Knowledge Centre. A 
public consultation process brought in several thousand professionals and members 
of the public (many of whom were members of the movement) to advise CONITEC 
on the creation of best practice guidelines for c-section and normal birth. 

Clinical evidence-based guidelines were a tool the movement used to negotiate. 
They informed the overarching goals and the design of specific policy programmes, 
including the installation of normal birth centres under Rede Cergonha and local 
level initiatives, such as Parto Seguro. These were the result of key figures champi- 
oning humanisation within the Municipal Health Secretariat or the support of 
research institutes and private hospitals (Diniz et al., 2018). For instance, both the 
Parto Seguro and Parto Adequado programmes created normal birth facilities in 
hospital wards and implemented humanised birth protocols in São Paulo that were 
based on WHO recommendations and NICE guidelines such as freedom of move- 
ment and positioning during labour, water birth facilities, non-medical analgesia, 
delayed umbilical cord-cutting and breastfeeding support. Parto Seguro’s stated aim 
was to “ensure high quality humanised obstetric and neonatal care based on scien- 
tific evidence” (CEJAM, 2019, no page). Its director repeatedly stressed the impor- 
tance of clinical evidence and internationally recognised models of care that had 
been incorporated into its programme design: “We’re leaving the biomedical model 
behind and advancing towards the humanised model. And what helps us in this 
process are our indicators and goals”. She makes a clear distinction between the 
“biomedical model”, which is not supported by internationally recognised assess- 
ment metrics, and the “humanised model”, which is. 

The volunteer doula policy authors frequently referred to scientific research on 
the benefits of non-clinical emotional support during labour (such as Bohren et al., 
2017) that was disseminated in online humanised birth groups by a group of doulas 
in Rio (Núcleo Carioca de Doulas, 2012). Volunteer doulas received training on how 
to apply this evidence in their practice—for example, their manual sets out the 
equipment and techniques doulas can use for non-clinical analgesia (Kozhimanni 
et al., 2013). One of the authors explained: “Trials, scientific evidence—I think this 
is aligned [with the policy’s aims]. The scientific point of view is something that 
helps our actions”. Another doula who was involved in lobbying for the profession- 
alisation of doulas explained: “Science says that a trained companion...is the sole 
intervention with the most significant impact on outcomes...Fewer c-sections, less 
use of anaesthesia, pain killers, medications”. She describes doula care as an 


210 L. C. Irvine 


“intervention” with clear outcomes for maternal health, taking up the scientific lan- 
guage typically used to convey the results of clinical trials. 

Several interviewees explicitly linked research done by health professionals 
linked to humanised/natural birth movements around the world with the growth of 
EBM, with one humanised doctor explaining that “Cochrane, and the evidence 
movement, arose with the humanised birth movement...The first research was done 
by midwives, because of the demand for midwife-led birth”. In Brazil, the stub- 
bornly high maternal mortality ratio (MMR) has been an important tool for the 
movement, precisely because epidemiologists have found an association between 
Brazil’s poor performance and the excessive use of clinical interventions (Barros 
et al., 2018). One humanised doctor explained that “the government evaluated [the 
MMR]...in neighbourhoods with lots of c-sections...c-section can lead to prevent- 
able deaths, due to haemorrhage, infection. So this led to their focus on reducing the 
c-section rate and unnecessary interventions”. 

Some of the evidence being used in advocacy was generated by Brazilian public 
health and midwifery researchers who were involved with the movement (Diniz & 
Chacham, 2004; Rattner et al., 2010; Niy & Delage, 2015; Diniz et al., 2018). One 
doula explained that many women who had opted for humanised birth were part of 
a particular educated, middle-class social group who also “produced scientific evi- 
dence”, through their professional roles as academics, adding to the pool of knowl- 
edge about humanised birth. Senior politicians (such as the now-former Brazilian 
Minister of Health, Gilberto Magalhães Occhi) published comment pieces in the 
Lancet about “Brazil’s strategic measures to reduce the c-section rate”, referencing 
CONITEC, Rede Cergonha, and Parto Adequado by name (Occhi et al., 2018). 


Contesting Evidence, Overcoming Cesaristas 


Non-expert members of the movement accessed and shared clinical evidence 
through social media and personal networks to disseminate information and attract 
new members. The movement’s frequent citation of scientific papers and best prac- 
tice guidelines meant that women who sought out humanised care, but were not 
clinically trained, were nonetheless familiar with and confident using scientific ter- 
minology. A midwife explained: 


...women already know how to translate this information. What is a meta-analysis, what a 
study with x amount of participants means...this entered into the imagination of women, 
and they began to use these terms, and these became part of the political strategy of these 
[humanised] groups. 


Her observation that the scientific method “entered into women’s imagination” 
hints at how women have taken up the powerful discourse of clinical research to 
legitimise their support for normal birth. One mother also explained: 
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Evidence has power, because it’s not me just thinking it’s the best. Studies have shown that 
those are the best policies. Those have the better outcome for health, for results, so we need 
to use that. Because that information is being shared...that is what’s driving the change. 


Mothers and pregnant women involved in the movement had taken to using evi- 
dence to promote its messages among friends. One middle-class mother who had 
opted for humanised birth with a doula explained that she would share WHO recom- 
mendations with people: “I bought a book just about c-sections. I would bring the 
book with me and would tell my friends who are pregnant”. Others explained key 
“inspirations” they had from friends who had homebirths or “very natural birth 
stories”, who had introduced them to the movement, and shown them key materials, 
such as the Rebirth of Birth documentary. 

Links to research article summaries, open access articles, and Cochrane reviews 
were regularly posted on Facebook and in humanised birth WhatsApp groups, 
framed by comments encouraging people to read them and a liberal scattering of 
emojis. One woman who had a humanised birth in a public hospital explained that 
Facebook was a tool for the movement: “you have information exchange, you report 
on your [birth] experience, and let people know if you had a doctor who claimed to 
be humanised but turned out not to be”. The membership of these online groups 
ranged from around 10,000 to 200,000. Even though they had initially only been 
accessible to wealthier women, this was changing with the proliferation of cheap 
smartphones. According to one influential member of the movement, social media 
was important in building bridges to reach poorer women in the periferia. These 
women, most of whom used SUS services, were not as familiar with EBM terminol- 
ogy as middle-class members of the movement—but were certainly aware of the 
positive stories passed on from friends and relatives about certain humanised proto- 
cols that had been introduced, such as the use of birthing pools and being able to 
move around freely. 

Doulas in particular prided themselves on being up-to-date with the latest inter- 
national evidence. In a doula training course at one of the private humanised birth 
centres, every technique was taught alongside the evidence that supported it, includ- 
ing the “emotional work”, such as reassuring touch and creating a relaxed birth 
environment. A Cochrane review on the benefits of continuous support during child- 
birth was regularly referred to (Bohren et al., 2017). One doula also described the 
success of an informative booklet she had helped produce and distribute in the pub- 
lic sector—"It has all the information...[about] women’s rights, birth positions, 
nutrition”. 

Access to scientific knowledge about pregnancy and birth gave non-clinical pro- 
fessionals and their clients greater power in encounters with resistant doctors, how- 
ever, the movement’s members experienced varying degrees of success in 
confronting cesarista doctors. One doula described her use of a birth plan “as the 
WHO recommends” with a woman she was supporting: “The woman did not want 
an episiotomy—lI told the doctor this and showed him the birth plan and he said “Oh 
but it’s just a little cut” and does it anyway”. 
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Humanised obstetricians, midwives, and doulas claimed cesarista doctors were 
aware of evidence-based guidelines, but that they often refuted them on personal or 
political grounds: 


There are lots of doctors who unfortunately think that this evidence is not reliable, that its 
manipulated. .. The oldest ones, the professors, defend caesarean. ..It’s difficult for someone 
to change, who has practiced in a certain way for their whole life... 


The doctors have access to the same scientific evidence that we doulas and humanised doc- 
tors have. But they keep telling the pregnant women that episiotomy is better, that it’s nec- 
essary... They lie. 


One doula told me she had shown multiple doctors best practice guidelines only 
for them to shrug her off and say “Brazilian women are different—this doesn’t 
apply here”. Another told me of the countless instances a doctor had performed a 
c-section because of “foetal distress” when none had been recorded, or because the 
baby’s umbilical cord was wrapped around its neck (not an indication for c-section). 
Scientific evidence was effective up until a point: when cesarista doctors were pow- 
erful enough to refute it. 

Interviewees in the movement blamed the self-interest of doctors and consider- 
able political influence of the Brazilian Medical Council (CFM) for the resistance to 
evidence-based policy change. Doctors were known to have considerable political 
influence over policy-making and implementation and to fight aggressively for their 
professional interests over those of patients and other health professionals. One 
midwife explained: “In Brazil, doctors are very mixed up in politics. So when you 
offend the doctors, you lose votes...and the doctors are strong, they have money, 
they have power”. 

CONITEC should arguably have become a centrally important institution in 
determining evidence-based policy guidelines for Brazil—as NICE has in the 
UK. But, according to movement activists, from the outset it was given limited 
political power, and health professionals and hospital management teams resistant 
to change often ignore its recommendations. 

Some of my interviewees seemed unsure about the future direction for human- 
ised birth policy in an increasingly conservative national policy environment. When 
I asked government officials in the São Paulo health secretariat what actions they 
would take to continue the movement’s progress, they often replied that all they 
could do was to continue producing evidence and developing “technocratic” answers 
to policy problems. 


Marketing Beautiful Births 


One subgroup of the movement was deeply disillusioned with trying to change pub- 
lic policy with appeals to evidence and women’s rights. These members tended to 
work as doulas or doctors in private humanised birth centres and sought to influence 
hospital practice and public opinion by inducing a rise in demand for humanised 
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birth, believing that private services would necessarily adapt. São Paulo was a con- 
sumer society, they argued, and, therefore, the way to change hospital policy and 
practice was to stimulate demand for humanised services among paying clients. 
These activists essentially marketed humanised birth as a “lifestyle product” to pay- 
ing clients, primarily on social media, through humanised birth websites, and at 
private humanised birth centres as well as on posters and flyers displayed at organic 
supermarkets and yoga centres in São Paulo’s bohemian neighbourhoods. Clients— 
normally wealthy and influential women—would then request humanised services 
from private obstetricians and hospitals, and as a result, hospital administration 
would modify hospital regulations. The humanised health professionals who 
engaged in this strategy claimed it was highly effective: 


It’s a question of the market exactly...Past experiences have shown me that if you approach 
doctors trying to change their behaviour it won’t work at all. You have to create a demand; 
the doctors then understand that if they don’t change they are going to lose their clients. 


the hospitals are going to start changing, once the pregnant women, the clients, start com- 
plaining, more than if we go and try to change policy. 


Private sector doulas and midwives spoke about their own role in increasing the 
demand for humanised birth: 


I believe in creating an attractive product...One day our society will evolve so that it doesn’t 
function anymore in this product mentality. But at the moment it works like this. Creating 
desires. Working with image. 


These activists clearly describe birth as a commodity that could be marketed in 
an attractive way to women. The implication of this is that women can pay to achieve 
their desired outcome in childbirth. In some instances, this has the negative effect of 
women feeling disappointed or even as though they have failed if they do end up 
genuinely requiring clinical intervention—something I observed in postnatal groups 
in Sao Paulo, and which Rossiter (2017) discusses in her work on the ecstatic birth 
movement in the United States. 

These movement members were still aware of the evidence-base and would 
inform women about best practice guidelines, as well as their rights during child- 
birth—but they suggested that for the particular audience they were targeting 
(women who were attracted to alternative health and lifestyle practices and wanted 
or could afford private care) the positive experience of humanised birth was as, if 
not more important than the scientific evidence supporting it. Further, some attested 
that behaviour change among cesaristas would only occur through financial 
incentivisation. 

Women who had opted for private humanised services spread awareness about 
and generated further demand through sharing their own experiences online, par- 
ticularly “birth reports” posted online on Facebook or Vimeo, and widely distrib- 
uted. The majority of the women I met at private humanised birth clinics captured 
their births in this way and said it helped to change opinions about what birth could 
(and in their opinion should) be like. 
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Interviewees described specific ways in which marketing humanised birth had 
proven to be effective. Humanised doulas and midwives working in the private sec- 
tor confirmed there had been a steady rise in demand for their services, with a 
sharper increase from 2010 onwards. According to the managers of two of the pri- 
vate humanised birth centres, they had gone from running one or two doula training 
courses each year to one every month, each with a cohort of 20 doulas, the majority 
of whom were able to find steady employment. Some humanised obstetricians 
attributed specific policy changes in certain private hospitals (such as whether or not 
they allowed humanised doctors to practice there, or if they allowed doulas into the 
delivery room) to the rise in demand from women. One humanised doctor told me 
about the changes in private hospitals: “Ten years ago, rupturing membranes to 
induce labour was considered absurd in these hospitals. This has changed a lot...In 
2006 [Hospital], São Luis opened the first sala de parto [normal birth room]’. She 
explained that two of São Paulo’s largest private hospitals implemented these 
humanised protocols because women “who inform themselves don’t want another 
kind of assistance”. 

I observed some minor tensions between the different factions of the movement, 
for instance, some members focussing on public policy expressed frustration that 
more activists did not attend public hearings and campaign for the rights of all 
women to access humanised services (rather than just those who could pay). But for 
the most part, relations were amicable and many members worked collaboratively 
on research projects and campaigning efforts. 


Discussion 


Brazilian authors have studied the humanised birth movement over the course of its 
history (Tornquist, 2004; Diniz, 2005; Rattner, 2009; Carneiro, 2015; Diniz et al., 
2018 among others) and provide a comprehensive review of the public policies and 
private sector initiatives the movement has helped shape and deliver. To contribute 
to this literature, I have focussed on how the movement has changed policy and 
practice, critically analysing what I see as specific strategies its members employ. I 
have discussed several of these in this chapter: the use of the term obstetric violence 
and rights-based arguments; the strategic use of scientific evidence in developing 
specific policy programmes and lending authority in clinical encounters; and the 
marketing of humanised birth as a desirable product to increase demand among 
wealthier women. 

In their study of EBA, Storeng and Béhague (2014) explain how at the global 
level, maternal health agencies and researchers responded to the global growth of 
EBM and EBPM by removing moral arguments from the policy-making process— 
though more recently, some actors have resisted this trend and strategically obfus- 
cate ideological debates and subjective values as scientific and objective. In Brazil, 
rights-based arguments have been employed alongside evidence-based justifica- 
tions for improving maternal health services since the beginning of the humanised 
birth movement’s activism (Irvine, 2021). 
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Using the term “obstetric violence” in official policy documentation has been 
central to this activism, and indicates its legitimacy at high levels of government. 
Movement members also positioned themselves in alignment with global best prac- 
tice guidelines, bolstering their cause. At public talks, on social media, and in con- 
versation, the movement clearly distinguished the humanised model of care 
(scientifically proven, safe, best for women) against pro c-section doctors and hos- 
pitals. The terminology of EBM and EBPM was used by many non-clinical profes- 
sionals, including doulas and women, giving them greater power to negotiate in 
clinical settings. This finding has been reported by others studying the humanised 
birth movement, for instance, Tornquist (2004) showed that movement members 
had publicly accused doctors of being ignorant about international evidence when 
they tried to block the opening of normal birth centres. This behaviour was also 
observed by McCullum and dos Reis when a senior medic in their study insisted 
that the WHO recommendations on oxytocin did not apply to public maternity hos- 
pitals in Brazil (2008). Scientific evidence was, therefore, not advancing over- 
medicalisation of childbirth but instead supporting the optimal use of medical 
technology in childbirth. This is in direct contrast to authors who have written of 
their concerns that EBM supported and even extended an excessively empirical and 
clinical approach to complex global health problems (Adams, 2013) and obstetric 
care (Wendland, 2007). 

Resistant health professionals and the institutions that represented their interests 
were in some circumstances able to reject global best practice guidelines, refuting 
their suitability for Brazilian women in their care. Brazilian evidence-based institu- 
tions such as CONITEC have thus far failed to build a national culture of support for 
EBM, as seen in other countries such as the UK and Belgium. This led to some 
members of the movement arguing that behaviour change would only occur among 
cesaristas through a rise in demand for private humanised birth services as an alter- 
native “product” to elective c-section. Anecdotal evidence suggests that these strate- 
gies have been reasonably effective in increasing demand for humanised birth 
(measured, for instance, by the growing number of job opportunities for doulas and 
midwives in the private sector, the greater number of private hospitals allowing 
humanised obstetricians to deliver on their wards and growing membership of 
humanised birth groups online). This strategy seemed to have increased the number 
of wealthy women accessing humanised birth. It could be seen as what others have 
described as the “commodification of’ or “consumerism in” childbirth, mother- 
hood, and midwifery-led care (Taylor et al., 2004; Davis-Floyd, 2004; Macdonald, 
2006). At the same time, there is a risk that investing time in selling the notion of 
beautiful births diverts attention away from the core principles of equity and justice 
espoused in the humanised birth movement, and in broader efforts towards universal 
health coverage. Some in the movement have voiced concerns that poorer and dis- 
advantaged women will continue to face financial barriers to accessing high-quality 
care during childbirth and the risk of obstetric violence. This concern was somewhat 
alleviated by a trend I observed among the recently trained doulas I interviewed, 
almost all of whom expressed their desire to address inequalities of access and to 
provide their services at an affordable cost, or for free, for women from the poorer 
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periferia of the city. This does not, however, address the more fundamental issue of 
tackling embedded and systematic differences between the SUS and private 
hospitals. 

With the election of the right-wing President Jair Bolsonaro in October 2018, 
much of the progress made by the humanised birth movement is now under threat. 
As part of a broader movement to restrict women’s rights and cut funding for social 
services, members of Bolsonaro’s government are passing increasingly conserva- 
tive legislation. In 2019, a São Paulo state deputy allied with Bolsonaro was accused 
by movement members of colluding with the CFM after a video circulated in which 
she promised to represent their interests in government—supporting the widely held 
beliefs that cesarista doctors are politically powerful. The Ministry of Health has 
recently attempted to remove the term “obstetric violence” from legislation and 
prevent policymakers from referring to it. This is in contrast to the global health 
arena where there is widespread expert consensus that best practice is normalised, 
woman-centred, respectful care where possible, and policymakers are beginning to 
return to moral and rights-based approaches with support from the evidence base. 
My fieldwork ended in the run up to the 2018 election in Brazil, but the shift towards 
populist conservatism and the widespread public frustration with “politics as usual” 
was already visible. These events confirm the necessity for those working in global 
maternal health to consider contextually specific factors that facilitate or hinder the 
implementation of evidence-based guidelines. This chapter adds to the ethnographic 
literature that shows that evidence itself is not necessarily enough to support change. 

If the global c-section epidemic and the widespread disrespectful treatment of 
women around childbirth are to be adequately addressed, the barriers to implement- 
ing policies focussed on improving the quality of care must be understood. In São 
Paulo, we have seen how the political power and social authority of doctors allow 
for the complete rejection of scientific evidence and the gravity of widespread 
obstetric violence. Looking at the strategies of local movements like the humanised 
birth movement might aid future efforts to normalise birth. 
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